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INTRODUCTION

Model Programs and Services is the second in a series of documents with the theme
Organizing Systems to Support Competent Social Behavior in Children and Youth to be
published by the WRRC. Upcoming titles in the same series include Prevention,
Interventions, and Teacher Stress and Burnout. The series examines current thinking and
identifies successful strategies for:

 Promoting gocd mental health and socially acceptable behaviors among
students;

° Preventing the development of emotional/behavioral disabilities and
student involvement in gangs and violent actions by using strategies such
as screening and early intervention, schoolwide discipline plans, and
positive alternatives to violence and gang activities;

e Developing programs to meet the needs of students with
emotional /behavioral disabilities as well as those at risk for developing
these disabilities at the district, building, and classroom level; and

. Addreséing the issues of stress and burnout among teachers who work with
students with emotional/behavioral disabilities.

This series is part of a multi-state activity developed by the Western Regional Resource
Center in response to state directors in Region 6, who voiced a need for more effective
strategies to meet the needs of students identified as having emotionai/behavioral
disabilities. These are students who generally have the “worst outcomes of any group
of students across a number of critical measures” (Koyanagi & Gaines, 1993, pp. 2 - 3).
As a group, students with emotional/ behavioral disabilities do not perform well
academically. They typically have higher drop out rates, lower grades, more
homebound instruction, and more restrictive placements than their peers. For many
students, emotional anc behavioral problems are compounded by family issues. Many
of them are “at high risk of school, and indeed life failure as a function of poverty,
parental substance abuse, violence or mental illness” (Knitzer, 1990, Executive
Summay, p. ).

If the needs of children at risk for emotional /behavioral problems are not addressed
while they are young, these children may later develop emotional and/or behavioral
disabilities. As these children grow older, their problems do not disappear but instead
“reverberate through the family and throughout the community” {(Koyanagi & Gaines,
1993, p. 17). Because these young adults often do not continue their education and
frequently fail to find or keep jobs, many of them become part of the aduic mental
health system, criminal justice system, and/or welfare system, thereby draining public
resources.




INTRODUCTION

Region 6 Special Education Directors have indicated a need for information about
effective strategies for meeting the needs of students identified as
emotionally/behaviorally disabled and programs designed fo prevent the development
of emotional/behavioral disabilities. These strategies include early assessment and
intervention, programs that have succeeded in curbing violence and gang activity in
schools, and ideas for providing support and resources to teachers working with
students with emotional/behavioral disabilities to help prevent the inevitable stress and
burnout that accompanies the job.

The concerns expressed by the SEA Directors in Region 6 are not unique to the westein
region of the country. Although responses to a 1993 survey of SEA Directors
concerning critical information needs conducted by the National Association of State
Directors of Special Education (NASDSE, 1993) showed great variation among the six
regions of the country, information on how to cope with violent and aggressive
behavior was ranked as the No. 1 issue among SEA directors nationally. Also ranked in
the top five among 97 different information needs was the idextification of successful
models/practices for providing for the needs of students vith severe behavioral and
emotional disorders. '

Model Programs and Services presents profiles of 26 state, regional and local programs
that have been effective in meeting the needs of stucients with emotional/behavioral
disabilities and their families. Some of these, such as the Georgia Psychoeducztional
Network, Ventura County System of Care, Regional Intervention Program, and
Kaleidoscope, have provided services to children and youth and their families for more
than a decade. Others, such as Project WRAP and the Iowa City Collaborative
Integration Project, are more recently funded programs that have added distinctive
strategies to a foundation based on classic models.

Model Programs and Services was written with the realization that there exists no ideal
program that will magically solve the myriad of problems faced by students today with
emotional/behavioral disabilities. ‘What works in Alaska may not work in Arizona;
what proves effective in Guam may not be successful in Idaho. It is our hope that the
programs profiled here will presert an array of innovative ideas and approaches that
can be adapted to fit the individual needs of different rcg4ions and populations across
the country. This document is intended as a sharing of the best and most current
strategies being used to meet the needs of students with emotional/behavioral
disabilities and their families.

~ Although the programs profiled here vary, they all share a common core of basic values
and operational philosophies that guides their service approach and delivery. Each of
these programs reflects in varied degrees the landmark system of care values,
principles, and framework developed by the Child and Adolescent Service System
Program (CASSP) in 1986 (Stroul & Friedman). This model has served as a starting
point and guicie for many individual states and communities building systems of care to
meet the needs of students with disabilities and their farnilies.
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@ THE CASSP SYSTEM OF CARE MODEL

I her landmark study Unclaimed Children: The Failure of Public Responsibility to Children
and Adolescents in Need of Mental Health Services, Jane Knitzer (1982) described the
current state of mental health care for children as “dismal.” Her study indicated that
two million children who were seriously emotionally disturbed were not receiving the
services they needed. As the result of Knitzer's study, a combined federal and state
initiative was developed to direct increased attention and improve services for children
with emotional disabilities and their families. CASSP was born of this initiative and
works with states to promote leadership in the area of children’s mental health and to
develop multi-agency capacity for serving children and families.

The CASSP model was developed by Stroul and Friedman (1986) as ‘a comprehensive
spectrum of mental health and other necessary services which are organized into a
coordinated network to meet the multiple and changing needs of severely emotionally
disturbed children and adolescents” (Executive Summary, p. iv): Two core values are
central to the system of care and its operation. The first value is that the system of care
must be child centered, with the needs of the family determining the services provided.
The authors elaborate on the value of a child-centered approach:

This child-centered focus is seen as a commitment to adapt services to the
child and -family, rather than expecting children and families to conform to
pre-existing service configurations. It is also seen as a commitment to
providing services in an environment and a manner that enhances the
personal dignity of children and families, respects their wishes and
individual goals, and maximizes opportunities for involvement and selt-
determination in the planning and delivery of services. {(Executive
Summary, p. vi)

The second core value states that the system of care should be community based, “with
the locus of services s well as management and decision-making responsibility resting
at the community level” (Stroul & Friedman, 1986, Executive Summary, p. vii). This
value reflects a commitment to providing services in community-based programs which
provide less restrictive, more normative environments than traditional, restrictive
facilities.

Building on these fundamental values, Stroul and Friedman (1986) set forth the
following ten guiding principles for the system:

¢ Children and youth with emotional disabilities should have access to a
comprehensive array of services that address physical, emotional, social, and
educational needs;

e Children and youth should receive individualized services in accordance with
their unique needs and potentials, guided by an individualized service plan;
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¢ Children and youth should receive services in the least restrictive, most
normative environment that is clinically appropriate;

e Families and surrogate families should be full participants in all aspects of
planning and service delivery;

e Children and youth should receive integrated services that are linked to other
appropriate agencies and programs;

e Children and youth shouid be provided case management services to ensure
the coordination of multiple services designed to meet their changing needs;

* Early identification and intervention should be promoted by the system of care;
¢ Adolescents shou'd be ensured smooth transitions to the adult service system;

* Rights of kildren and youth with emotional disabilities should be advocated
for and protected;

e Children ard youth should receive services “without regard to race, religion,
national origin, sex, physical disability or other characteristics, and services
should be sensitive and responsive to cultural differences and special needs.”
(Executive Summary, p. vii)

The system of care model designed by Stroul and Friedman (1986) identifies seven
major dimensions of service which revolve around the child and family (see diagram on
page vii). The seven dimensions are 1) mental health services, 2) social services, 3)
educationzl services, 4) health services, 5) vocational services, 6) recreational services,
and 7) operational services. According to the authors, the model is intended-to be
“function-specific rather than agency-specific. Each service dimension addresses an
area of need for children and families, a set of functions that must be fulfillec. in order to
provide comprehensive services to meet those needs. The model is not intended to
specify which type of agency should meet particular needs” (Executive Summary, p.
viii). The authors caution that their model is “not a prescription” but a guide for
communities, adopted “with the expectation that it will be modified and adapted to
meet special conditions and needs” (Executive Summary, p. viii).
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RELATED MODELS OF CARE

More recent studies have strengthened and confirmed the CASSP model criginated by
Stroul and Friedman by making similar recommendations and by extending the original

model.

Additionally, states such as Vermont, Kentucky, California, and Virginia have

passed legislation that incorporates this model or variations of the model into their own
state system of care.

In “Children’s Mental Health: Challenges for the Nineties,” Duchnowski and Friedman
(1990) identified seven major challenges to the children’s mental health field which need
to be addressed to achieve the vision of an effective service delivery system. Those
challenges are:

To bridge the gap between university-based training programs and actual
needs of youth with emotional disabilities and their families;

To contir:ue to improve interagency coordination efforts;

To increase the research base related to the mental health needs of children and
their families;

To continue to reconceptualize the system of care as a “dynamic concept still in
its infancy both in terms of its conceptual development and its actual
implementation.” Issues these authors say need to be considered include
incorporating individualized treatment into the system, using families as allies
in the treatment and system-building process, and developing a culturally
competent system;

To strengthen the advocacy movement for improved services for youth with
emotional disabilities and their families;

To achieve an adequate level of funding for children’s mental health services
and develop appropriate funding policies; and

To create appropriate services for children at risk for developing emotional
disabilities.

In All Systems Failure (1993), the National Mental Health Association recommends the
following actions be taken to improve services to children and youth with emotional
disabilities:

Create a wider array of school and mental health system services to meet the
needs of children with serious emotional disturbance;

i0
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e Provide services and supports that strengthen and maintain the family unit and
encourage the view that parents are pariners in planning for their children’s
needs, not the source of their children’s failure; and

e Develop collaborative arrangements between schools and mental health
systems, in particular expanding mental health services within the schools.
(Koyanagi & Gaines, 1993, p. 3)

The National Agenda for Achieving Better Results for Children and Youth With Serious
Emotional Disturbance (1994) lists the following seven "strategic targets" for improving
services for children and youth with serious emotional disturbance.

» Expand positive learning opportunities and results

e Strengthen school and community capacity

Value and address diversity

Collaborate with families

Promote appropriate assessment

Provide ongoing skill development and support

e
[

* Create comprehensive and collaborative systems

The National Agenda for Achieving Better Results for Children and Youth With Serious
Emotional Disturbance (1994) has been reproduced in Appendix A.

Issues and Options for Creating Comprehensive School Linked Services for Children And Youth
With Emotional or Behavioral Disorders (1994) explores four options for improving
services to children and youth with emotional and behavioral disabilities. These
options are:

e To create a flexible system of services across agencies, disciplines, and settings

* To create a service support system that includes families

¢ To establish outcomes for students that reflect broad edticational and treatment
goals

¢ To improve the training of educational personnel

E In addition to these studies, a 1993 survey of administrators and program leaders in 14
6 states identified and prioritized key features of an Individualized Assistance Approach

13- ix
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to service delivery for students with emotional disabili:ies (MacFarquhar, Dowrick &
Risley, 1993). Based on the responses gathered, the authors developed this prioritized
list: .

1) Program services must be tailored to fit the youth, not the youth fit into the
existing services;

2) Services must be youth and family centered;
3) Funding needs to be flexible to permit flexibility in programming;
4) Programs must work under an unconditional care policy;

5) Use of a treatment team for collaborative planning and management is a
must;

6) Normalization should be stressed throughout all phases of treatment
planning and implementation;

7) Programs should use a community-based care approach;
8) Intensive case management is essential;

9) Funding must be extensive enough to provide whatever services are needed
for significant effect with an individual;

10) Treatment planning and implementation must strive towards less restrictive
alternatives;

11) An accountability component is essential; and

12) Services should be based on appropriate outcome data. (p. 169)

COMMON ELEMENTS OF MODEL FROGRAMS

Child-centered, family-focused services. The CASSP values and guiding principles
developed by Stroul and Friedman (1986) form the philosophical core of the programs
profiled here. Services provided in these programs are child centered and family
focused. The services prescribed in the individual treatment plans are designed to
adapt to the needs of children and their families rather than to force them to conform to
pre-existing service systems. Treatment plans created by interdisciplinary teams focus
on the strengths of the family rather than on pathology. Individualized services may
include both traditional forms of intervention as well as non-traditional approaches and
are carefully planned to address basic human needs that everyone experiences.
Treatment takes place at school, in the home, and in the community; support services
are offered to both the child and to the family. Families are considered a vital part of
the planning and treatment plan and are invited to be equal partners in the process. In

i2
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fact, in the Iowa City Collaborative Integration Project parents are trained to serve as
their own case managers. Youth are also included as members of the team whenever
possibie.

Similarly, the Comprehensive Community-Based Continuum of Care in Butte and
Ventura Counties, California is seeking to create services that are not only family
focused but "family friendly" by encouraging "genuine collaboration" between parents
and agencies serving youth and their families.

Community-based services. Services provided to children and youth and their families
are alsc community based, as recommended by the CASSP model, with localized
management and control. Programs attempt to provide services in the least restrictive,
most normative environment using natural supports that already exist in the
community. Although these programs recognize that some children require
hospit ~lization, they also believe that most children have a better chance of doing their
best when they receive care at or near their home, surrounded by a loving family and a
supportive community.

Programs such as the Alaska Youth Initiative have succeeded in bringing to a hait costly
out-of-state placements for students with emotional disabilities. Many programs
ascribe to the concept of “normalization,” which asserts children learn best if they live
and learn in a family or family-like environment in their own community. Several
programs “wrap” services around the needs of the family and have adopted a similar
attitude to Stark County, Ohio's commitment to do “whatever it takes!” to make a
difference.

Interagency collaboration. The systems of care profiled here are based on the premise
that no agency can be- as effective individually as it can be when working with other
agencies. No single agency has the ability or resources to meet all the needs of children
and their families. Therefore, most of them have adopted an integrated approach that
links agencies and provides mechanisms for planning, developing and coordinating
services. These agencies often pool their services, resources, and dollars to coord.aate
services and minimize duplication.

The integration of services requires careful case management, a component found in
most of the programs included here. Case managers help families plan and develop
individualized treatment plans and revise them as their needs change. Case managers
help families navigate complex service systems, link families to neighborhood-based
resources and social supports, coordinate services on an ongoing basis, and purchase
mental health services. Case managers working side by side with teachers in school
settings are also able to forge partnerships as allies for the same cause.

Prevention/early intervention. Prevention and early intervention are recognized as
important elements of several of these programs. The recognition that as early as
preschool it is important to identify children at-risk and provide individualized
treatment and support has translated into programs such as those identified here in the

13
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Stark County System of Care, Georgia Psychoeducaticnal Network, and Bertha Abess
Children’s Center profiles.

DISTINCTIVE FEATURES OF MODEL PROGRAMS

Although these programs have common approaches and philosophies, each project also
reflects the needs and priorities of the population it serves. For instance, The Iowa City -
Collaborative Integration Project has an automated strategy used to “flag” students at
risk for developing emotional disabilities so that interventions can be started earlier in
hopes of deterring more significant problems. In Idaho, the Classroom Companions
program uses paraprofessionals who provide one-on-one day treatment support for
students. Art therapy is considerad an important part of the treatment milieu offered to
students in Florida served by The Bertha Abess Children’s Center, Inc. And in
Albuquerque, the Empowering Families and Schools project focuses on the need for
family involvement in treatment strategies for students with emotioral and behavioral
problems. T

Ilinois’ Project WRAP has the distinction of being the most inclusionary of all the
programs profiled here for providing services to students with emotional disabilities in
regular school settings.

IDENTIFICATION OF MODEL PROGRAMS

We used several strategies to identify the model programs profiled here. The authors of
At thz Schoolhouse Door (Knitzer, Steinberg, & Fleisch, 1990) examined the ways schools
and :nental health agencies were cooperating to meet the needs of students with
emotional /behavioral disabilities. During program reviews, interviews and site visits,
these authors identified promising programs and practices. Some of the programs
included in this document were identified during that study. Others are grant
recipients in the Robert Wood Johnson Foundation’s Mental Health Services Program
for Youth. Siill others are community system of care programs identified by CASSP as
having developed a balanced array of residential and nornresidential services, succeeded
in “putting some l.asic building blocks into place,” and demonstrated “progress toward
achieving system development goals” (Profiles of Local, 1992, p. ii-iv). The Multi~agency
Service Network for Students with Severe Emotional Disturbance (SEDNET) and the
Georgia Psychoeducational Network are state initiatives supported mainly by state
dollars. And grants awarded by the United States Department of Education support
several programs such as Project Wrap and the Iowa City Collaborative Integration
Project..

Inclusion of a program in this document is not intended as an unqualified endorsement
by “he Western Regional Resource Center, but rather recognition of serious efforts to
provide innovative services to this most at-risk population. Other programs worthy of

& 14
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inclusion in this document may have been overlooked. We welcome suggestions for
@ additions. '

PROGRAM PROFILES

Each of the 26 program profiles that follow in alphabetical order includes an overview
of the program, and, where available, the program's philosophy, a description of the
program and services offered, staffing information, funding information, an evaluation
of effectiveness, and a program contact.

* In writing this document the term “youth” has been used to include both children and
adolescents. Where the term “him” or “his” has been used, the term refers to youth of
both genders.

Supplementary information on many of these programs is inc uded in the appendices.
Additional information about specific programs can be obiained by contacting the
project contact listed in each section or the Western Regional Resource Center.

i
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ALASKA YOUTH INITIATIVE

AYI staff members stay with youths, retrieve youths, negotiate
with youths, and stand up for youths through the maost
difficult times; in shoit, they refuse to give up.

OVERVIEW

The Alaska Youth Initiative (AYI) began in 1985, as staff members in the Alaska
State Departments of Education and Health and Social Services rezlized that
increasing numbers of students with emotional disabilities were being sent out of
state. This practice was considered a problem for a variety of reasons, including
cost, questionable results, and legal and ethical issues (VanDenBerg, 1989). In
response, the Department of Education, the Division of Family and Youth Services,
and the Division of Mental Health and Developmental Disabilities joined together to
form the Interdepartmental Team (IDT) to address their concerns. This team began
to search for alternative ways and means to treat and educate this population of
children and youth within the state.

Adopting the philosophy of unconditional care, individualized programs, and
normalized services from the Chicago-based Kaleidoscope program (profiled on
pages 49 - 51 of this document), the IDT proposed to return to Alaska as many youth
as possible who were receiving out-of-state residential services and to prevent others
from leaving. With the same funds that originally paid for out-of-state services, the
IDT began developing case-managed, flexibly funded, wrapped arcund, family-
centered services that were tailored to meet the individual needs of youth + ‘hile they
remained in their own families and community schools. This effort came to be
known as the Alaska Youth Initiative. The AYI has become a classic model for
coordinating services for youth with emotional disabilities, and is replicated in
various forms across the country.

At the same time that leaders of ti e Child and Adolescent Service System Program
(CASSP) movement were searching for ways to take the current system of
component-based services and transform it into a flexible, integrated system, the
Alaska Youth Initiative experimented with applying the wraparound service
philosophy to an interagency state program for youth with emotional disabilities.
Alaska "offered a practical alternative to the traditional service approach. Within the
individualized approach, the traditional service components would become pieces
that would fit into the individual service mosaic constructed to meet the full range of
needs of each child and his or her family" (Burchard, ‘‘urchard, Sewell, &
VanDenBerg, 1993, p. v).

The initial goals of the Alaska Youth Initiative were to limit furiher institutional and
out-of-state placements, to transition back to Alaska the youth already placed out of
state, and to provide individualized case planning, monitoring, program
development, and funding for youth and their families. As these goals were met,
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the AYI began focusing on preventing out-of-region placements as well and
expanding its mission with two additional geals. The first of these was to produce
demonstrable improvement in the level of functioning and quality of life for each
youth in the program while providing services in the least restrictive environment.
The second goal was to identify and demonstrate effective practices of
individualized services and disseminate these practices to other service providers.

Although Alaska has not integrated its services to these youth and their families at
the local or state level as fully as some of the other programs described in this
document, the state is engaging in collaboration, cooperation, and planning. AYI
staff members have developed a saying: "If the adults don't agree, the youth fails”
(AYI, 1989, p. 26).

PHILOSOPFP{TY

K

The Alaska Youth Initiative has adopted a philosophy of unconditional care so that
no youth is ever rejected or ejected. In other words, the AYI program accepts each
youth regardless of past behaviors and will not discharge any youth from the
program, regardiess of behaviors. Program staff members attempt to fit services to
youths and their changing needs rather than either trying to fit youths to the service
or referring them to other services. This unconditional care commitment means that
staff members support youths through even the most difficult times; in short, they
refuse to give up. Through this process, staff members develop a mutual, trusting
relationship with ycuths they serve which helps to minimize multiple placements
(Burchard, Burchard, Sewell, & VanDenBerg, 1993, p. 22).

In the evaluative study One Kid at a Time (Burchard, Burchard, Sewell, &
VanDenBerg, 1993), the authors further explain the AYI philosophy:

The AYI approach allows children and their families to live the most
normalized lives possible: lives which are controlled by their strengths
rather than by their problems. Even if an AYI child must ultimately be
institutionalized, the child, family, and community have had an equal
opportunity to learn the power of an unconditional approach and a
positive, strength-based attitude. It is within this context that AYI has
pushed communities to resist restrictive placement and to struggle with
meeting the needs of their young people at home. (Foreword, p. iv)
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@ PROGRAM/SERVICES

A Core Service Team, comprised of representatives of mental health, social service,
and education, the youth (depending upon his age and maturity), his parents, and
other individuals important in the youth's life, meet to carefully assess the needs of
each youth and family across eight basic life domains: educational, family, legal,
medical, psychological, recreational, social, and vocational. Drawing from this
information, team members brainstorm creative ideas, uninhibited by cost or
practicality, in an attempt to formulate an ideal solution. If there is no possible way
to implement the ideal, team members then “work backwards" from that point to
what solutions are realistic as they develop and prioritize individualized plans and
solutions to each youth/family's problems. Since funding is flexible, a variety of
community resources can be used as part of the treatment plan. Placing a youth
interested in fishing with a commercial fisherman or purchasing a snowmobile are
not considered unusual uses of AYI resources.

Team members understand that many of the youths have been acceptad into the
program because iraditional service options and placements have failed and that
they must be innovative to help many youths succeed. The Core Services team
meets as often as necessary to monitor and modify the service plan; progress is
reviewed on a quarterly basis.

é Because the cities and regions of Alaska are so different, the types of treatment plans
* and modes of service delivery vary considerably across the state. Despite their
variations, all the plans are drafted according to ten principles of individualized
care, which guide the planning, implementation, monitoring, and modification
process (Burchar 4, Burchard, Sewell, & VanDenBerg, 1993, pp. 151 - 162):
1) Building and maintaining normative lifestyles;
2) Ensuring that services are client-centered;
3) Providing unconditional care;
4) Planning for the long term;
5) Working toward least restrictive alternatives;
6) Achieving provider competencies;
7) Establishing consensus among key decision makers;
8) Funding services with flexible budgets;
9) Installing a 'gatekeeper' function; and
10) Developing measurable accountability.

A more detailed description of each of these principles has been reprinted in
Appendix B.

In most cases each youth has a behavioral contract or contingency management plan
that provides structure and limits for behavior at home and at school in order to
0 help him develop self-control and responsible behavior.
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STAFFING

The Alaska Youth Initiative is staffed by a state coordinator and 12 local
coordinators in key locations around the state. The local coordinators implement
treatment plans and help youth transition between services and placemnents. AYI
also relies heavily on the use of aides to work with youth within their families, in
alternative placements, in regular school or special education programs, and in
recreation settings. Working with flexible schedules, these aides offer exira support
needed by families, foster families, and programs to retain youth in their
communities. Part of the money allotted for services to each child and youth in the
program is also used for staff training.

FUNDING

Initially, funds which formerly supported out-of-state placements were used to
begin community-based services for youth in the program. It was decided that the
funds would "follow the children" but could be used flexibly for whatever services
were considered appropriate. As youth referrals to the program began to increase,
funding could not keep pace with need. At present, mental health, child welfare,
and special education pool their resources to support youth served by the program.
AYI is also seeking other sources of funding such as Medicaid and federal grants to
allow for expansion and ensure service to all eligible youth.

The use of flexible funding enables the Core Services Team to use monies in any way
that makes sense within the treatment plan. Team members can appeal for more
funds should the treatment plan change in a way that raises costs. Flexible funding
allows the team to quickly purchase services such as tutoring or emergency respite
care during critical times, often preventing the need to move the youth to a more
restrictive program.

EVALUATION

The Alaska Youth initiative has succeeded in reversing the trend of out-of-state
placements, although not all youths in the program are able to live in their natural
homes. AYI has brought to a virtual halt the fcrmer practice of placing youth in
restrictive settings out of the state. At the same time the state has developed
individualized services that have been effective in keeping youth in their
communities.

In One Kid at a Time (Burchard, Burchard, Sewell, & VanDenBerg, 1993), the
authors present an evaluative description of the Alaska Youth Initiative and the
impact it has had on the lives of ten children and adolescents served by the program
between 1986 and 1991 for whom other interventions, including out-of-state
residential care, had failed. The case histories described in this document
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demonstrate the unconditional approach used by AYL. When decisions made by the
Core Services Team prove ineffective, steps are retraced and another approach is

" tried. Each failure offers more information to the team and heips team members to

define a service approach that will be effective. "Often what works is very
nontraditional,”" writes Ira Lourie in the Forward, "and, on occasion, even bizarre"
(Burchard, Burchard, Sewell, & VanDenBerg, 1993, p. vi).

In nine out of ten cases reviewed in One Kid at a Time (Burchard, Burchard, Sewell,
& VanDenBerg, 1993), AYI had been successful in stabilizing the behavior of the
youth within normalized community settings, eliminating runaway behavier, and
eliminating or reducing acting-out behaviors. Five youths received educational
services in regular school settings while four older adolescents earned their General
Education Diplomas (GED). '

As a result of AYI's experience with individualized services, community mental
health centers and other child serving agencies are beginning to adopt the process of
individualized care in their communities. '

ADDITIONAL INFORMATION

" More detailed information about the Alaska Youth Initiative is included in

Appendix B.

CONTACT

Dan Weigman

AYI Services Coordinator

Depariment of Health and Social Services

Division of Mental Health and Developmental Disav.ities
230 S. Franklin St. Suite 313

Juneau, AX 99801

(907) 465-2195
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BERTHA ABESS CHILDREN'S CENTER
COMPREHENSIVE DAY TREATMENT PROGRAM

Affective education is provided through various therapy techniques,
including art therapy, and is considered part of the treatment day.

OVERVIEW

The Bertha Abess Children’s Center, Inc. is a non-profit, charitable corporation that
has served youth with disabilities since 1962. Through a cooperative agreement
with Dade and Monroe County schools, the Department of Health and
Rehabilitation Services, the University of Miami School of Medicine, the Public
Health Trust, and the Multiagency Service Network for Severely Emotionally
Disturbed Students (SEDNET), this project contracts with the Bertha Abess
Children’s Center to provide comprehensive, multidisciplinrary day treatment
services to children and youth ages 3 through 21 in several area schools.

According to literature provided by the project, the goals of the program are to
“identify behaviors that interfere with successful functioning in the school and
community and to minimize or remediate the behaviors that are inappropriate to
learning and successful daily living.”

& PROGRAM/SERVICES

The Center provides a comprehensive psychoeducational day treatment program
designed to meet the individual needs of each student. Active participation of
parents in the planning and review of the individual plan is encouraged. The
program model has three phases:

¢ diagnostic—assessment and program planning
e pre.criptive—implementation of the treatment plan
¢ iransitional setting—preparation for returning to the mainstream

According to information published by the Bertha Abess Children’s Center, “this
phased model affects all areas of the student’s psychoeducational plan. In
behavioral areas, the student moves from low-level reinforcers (tangible) to high-
level reinforcers (praise, grades). Academic tasks change from game-oriented,
teacher-dependent tasks to more traditional textbook assignments which are taught
in group lessons. Social/emotional skills move from simple sharing of materials
and labeling feelings to more disclosing and less structured group sessions.”

In highly structured classroom settings, two trained instructional staff members
work with groups of eight to ten students. Techniques used with students include
@ sequential behavioral interventions, systematic positive behavior management,
environmental manipulation, and a variety of instructional modalities. Affective

7
23




BERTHA ABESS CHILDREN'S CENTER

KE education is provided through various therapy techniques and is considered part of
; the treatment day.

In the secondary program, students may take regular education classes.
Additionally, the program offers carer.r awareness, career lab, social skills, and life
management to prepare students for future independent living.

Clinical staff members provide individual and group therapy, including art therapy.
Project literature describes the goals of these therapeutic services as the following:

. ¢ To increase self awareness : I
—acknowledge progress and accept praise

—utilize criticism constructively
—increase ability to evaluate self

¢ To develop sodial skills

—develop daily-living skills and sccially appropriate behaviors
—become aware of responsibilities

—Ilearn to deal appropriately with different situations and systems

* [ = ... R .. . -..'
s .‘Y.‘ e :".."_ o

¢ To increase self esteem
- —learn to participate in numerous small group activities
T —learn to acknowledge and delight in achievements of self and others

= ¢ To improve functioning in the home and community ﬁ
K —learn to function more comfortably within the family
~—increase awareness of family and community dynamics

Once students are ready to transfer to regular school settings, the Center works
closely with the school system to assure the best placement. Center staff maintain
contact with transitioning students on an ongoing basis for five years.

Parents or adults providing care for youth served by thc program are provided
parent iraining and education, support groups, and outreach family therapy.
Additionally, clinici>ns pz_... amilies with resource planning services and
intervention techni~ues in home .. nagement. “A basic premise of our program,”
project literature points out, “is the beu°f that a student’s progress in the program is
greatly enhanced by the involvement »» 1 support of the family uzdt.”
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ﬁ STAFFING

In addition to education and mental health staff members, a full-time clinical
psychologist supervises the dlinical program, provides evaluations and consultations
as needed, and coordinates staff training. Psychologists from the public schools
provide psychological evaluations. The University of Miami School of Medicine
provides psychiatric evaluations and consultation. Additionally, practicum students
and interns from nearby universities provide therapy, psychological evaluations,
and social services.

FUNDING

Funding for the project is multi-based through participating agencies, 5SEDNET, and
private donations. '

EVALUATION ' - N

According to information provided by Bertha Abess Children's Center, most of the
students participating in this program would be in residential treatment if the day
@ treatment program were not available.

CONTACT

‘ Carolyn Jenkins-Jaeger

| The Bertha Abess Children’s Center, Inc.
2600 S. W. 2nd Ave.
Miami, FL 33129
(305) 858-7800

29




Cities in Schools ~ Seattle

26

MBS
- S]o0YIS Ut SN




CITIES IN SCHOOLS—SEA’I"I‘LE

*We are a catalyst for change to make the system work
for kids and their families.”

OVERVIEW

Cities in Schools (CIS), founded during the 1960s as a program for dropouts in
Harlem, is one of the nation’s most comprehensive, non-profit prevention programs
for students at risk, incduding those with emotional disabilities. Cities in Schools
(CIS) reverses the traditional model of students seeking services outside of school.
In this program, as the name implies, the city and its resources are brought into the
school where the students are. At the school site, cooperating agencies work
together to provide children and youth with direct access to social, health, mental
health, and educational services. :

The Cities in Schools program has been replicated in 334 educational sites
throughout the country. These programs vary with the needs of students in the area
and operate under different configurations of private/public funding support. In
Region 6, Cities in Schools programs are currently operating in Anchorage, AK;
Coolidge, AZ; Compton, CA; Inglewvod, CA; Long Beach, CA; Los Angeles, CA;
Sacramento, CA; Honolulu, HI; and Seattle, WA.

In Texas, the Cities in Schools program has been successfully incorporated into state
legislation that guarantees a certain level of state funding through the Texas
Education Agency budget allocation each year. Each of the state's 500 school
campuses currently receives $50,000 per year in state funds.

The Seattle Cities in Schools program began in 1991. The 25 members who serve on -
the CIS Board of Advisors represent the community, the city, the county, the state,
the school district, the parents, unions, the private sector, United Way, and the
justice system. According to program literature, the board ”acts as stakeholders in
the future of children and youth and represents the resource, service, and
institutions needed to alleviate the needs of at-risk children, youth, and their
families, providing them the opportunities to manage their own destinies.”

To set up a new program, CIS uses an eight-step strategic program development
process that establishes:

State city, and/or county CIS Board of Advisors;

¢ A management capacity;

¢ Interagency agreements;

* Agency participation agreements;

¢ Volunteer mentor and tutor programs;

¢ School site implementation plan;

¢ Evaluation system; and

* Secure funding.




CITIES IN SCHOOLS

An ongoing strategy of collaboration links the Board of Advisors with agencies,
schools, and volunteers.

PHILOSOPHY

The national vision of Cities in Schools states that: “Every child is a gift. Every child
has gifts to give. It takes all of us to create a vision that allows all kids to be
successful.” This vision is supported by the CIS mission statement, which reads,
"We are a catalyst for change to make the system work for kids and their families.”

The vision of the Seattle CIS program expresses hope that “all at-risk children and
youth, including their families, will have zocess to social, health, and other
appropriate services that are necessary to improve quality of education,
employment, and standards of living” (Cities, 1991, p. 3). The Seattle CIS strategic
plan developed in July of 1992 describes an even more ambitious vision:

Imagine this: Each child in the City of Seattle with their own
individualized personal plan; collaboratively developed by the state’s
leaders, students and parents; with existing resources optimally
marshaled from our extensive public, private, and community based
service network. These services are targeted to help achieve the goals
identified.

Every child knows they are surrounded by a team of caring adults.
Everyone in the community understands the goals and objectives and
their role in achieving them. We start with students most in need and
move out from there. The programs and strategies currently in place
with demonstrated success will be there as a stable resource for 20 years
with incremental new developments added. (It takes, 1992, p. 2)

PROGRAWSERWCES

On the local level, CIS brings together local government, school officials, social
service agencies, and private business rept sentatives to form a board of directors.
The board assesses the community’s needs and resources and establishes projects at
educational sites throughout the community.

At each of the 26 elementary, middle school, and high scliool sites in Seattle, a
Student Intervention Team of 6 to 12 school and community agency representatives
decides what services are needed by students referred to the program by their
teachers or parents. A project coordinator who serves one to three schools,
depending on student enroliment at those sites, acts as the student and parents’ link
to services provided through the CIS network. Resources and services which the
project coordinator “brokers in” provide support to meet the needs of the students
and their families. Some of these services are provided on campus; in other
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instances, students go off campus to receive services. Tutors, mentors, social
workers, job skills specialists, and substance abuse counselors usually provide
supplemental services. These may include counseling, health services, employment
training, job placement, recreation services, court advocacy, anger management,
nutrition services, parent education, public assistance, private assistance, and crisis
intervention. CIS service providers such as social workers and health specialists
collaborate with teachers to effect positive changes in students' behavior, academic
performance, and attitudes and raise their self-esteem.

A major strategy of the CIS program is to provide tutor/mentor relationships for
students through volunteer coordination. The Ciiies in Schools project encourages
the formation of personal relationships between students and caring adults. The
project believes that “no other single factor is as important in redirecting the lives of
disconnected youth as a one-io-one relationship with a caring adult.”

FUNDING

The Seattle CIS program receives both private and public support. CIS also receives
United Way funding support.

ADDITIONAL INFORMATIOM

Additional information outlining the Cities in School strategy, services, and
organization has been reprinted in Appendix C.

CONTACT

Linda Thompson-Black, Director
Cities in Schools

1001 Fourth Avenue Plaza

Suite 3010

Seattle, WA 98154

(206) 461-8313
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CLASSROOM COMPANIONS

Paraprofessional Classroom Companions provide one-to-one
support and assistance to students both in and out of school.

OVERVIEW

The Classroom Companions Program began in Boundary County, Idaho as an
individualized community-based intervention to prevent restrictive placements of
students with emoticnal and/or behavioral disabilities. Original funding was
provided through a Child and Adolescent Service System Program (CASSP) grant;
the program is now supported by participating agencies providing localized
services. Classroom Companions has continued in this original site and has been
successfully replicated in several areas of the state. Sites for the program vary as the
intervention is set up for individual students rather than being a school-based

program.

The service provides support and advocacy on an individual basis for youth with
emotional and/or behavioral disabilities by using one-to-one paraprofessicnal
Classroom Companions. The service is designed to prevent out-of-state, out-of-
community, out-of-school, and out-of-home placements.” Services to students are
determined by individual needs. Use of Companions expands the support,
supervision and case management capabilities of the school and allows students to
remain in regular education settings. The service is offered through a joint
agreement between Family and Children's Services (FAC) and local education
districts, who are the ones responsible for implementing the program. Clinical
support and backup is provided by the local Family and Children's Services staff.
Active coordination and cooperation with other community resources is also part of
the program. ‘

PHILOSOFPHY

Health & Welfare program objectives of the Classroom Companion Program are:

1. To sustain children and adolescents with persistent emotional and/or
behavioral problems in family, community or school settings and, over
time, to improve their general level of functioning;

2. To delay the need for or reduce the length of out-of family or out-of-
community placements of these children and to increase their community
tenure; : '




CLASSROOM COMFPANIONS

3. To enhance the child's quality of life through an individual supportive
relationship;

4. To improve the child's access to and linkages with needed community
resources, agencies and services;

5. To foster a trusting relationship and responsibility through a companion
role model for the child;

6. To expand the local FACS case management capacity through the
utilization of non-professional supportive care workers;

7. To reduce stigma relating to emotional or behavioral problems through
community member involvement as classroom Companiorns;

8. To develop collaborative efforts within the community in the provision of
services to emotionally/behaviorally disturbed children and adolescents.

9. To assist parents and caretakers in accessing relevant community
resources.

School district objectives for the program are:
1. to maintain high risk students in the classroom setting;

2. to provide one-to-one support for identified students to aid in achieving
their optimum level of academic and behavioral performance;

3. to provide support for the general classroom teacher and the student's
classmates;

4. to reduce the number of events requiring disciplinary action outside the
classroom;

5. to increass the student's social and behavioral acceptance with peers;

6. to increase the student's opportunity for success in order to increase self
esteem; and

7. to coordinate with parents to maximize family involverent.

PROGRAM/SERVICES

Classroom Companions provide relevant classroom services, outreach, follow-up,
case management assistance, and other supportive care services under the joint
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CLASSROOM COMPANIONS

supervision and clinical support of the coordinating school social worker and the
FACS supervising case manager. Each companion is assigned one to three students
for whom he or she provides a total of 40 hours of classroom, transportation, and
recreation services each week. Companions also serve as role models for the
children they work in social and daily living skills.

Families play an active role in the identification and selection of Classroom
Companions, who are frequently recruited from within the student's extended
family and community. Although no formal education is required, the ability to
work effectively with children and a sensitivity for the spedal needs of children is
vital. Once hired, Classroom Companions undergo training and orientation.
According to the program's literature, particular emphasis is given to the
supportive, facilitative, and non-clinical nature of the Companion role.

Services provided by Companions vary with the ages and individual needs of
students but may include accompanying a student on the school bus, assisting a
student with homew o1k after school hours, assisting the student in classroom or
other in-school activities, and participating in recreational/social activities with the
student.

FUNDING

Participating agencies share the cost of the program, including salaries of Classroom
Companions.

CONTACT

Debbie Scudder

Idaho Department of Health & Welfare
1250 Ironwood Drive

Coeur D’ Alene, ID 83814

(208) 769-1515
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COMMUNITY OUTREACH PROGRAM FOR EDUCATION (COPE)

COPE combines an individualized educationzi/bebavioral treatment plan
with reqular class integration and close communication with families.

OVERVIEW

The Community Outreach Program for Education (COPE) is a school-based program
in Durham, North Carolina serving students in grades kindergarten through five
who have emotional and behavioral disabilities and their families. The program's
three components are the COPE classroom, mainstreaming, and work with families.
COPE is jointly sponsored by the Durham County Schools Division of Exceptional
Children's Services and the Durham County Community Mental Health Center,
Division of Child and Youth Services.

PROGRAM/SERVICES

The COPE Classroom: The COPE program operates as a separate facility on the
campus of an elementary school in Durham County. The COPE classroom is a
highly structured educational environment which builds in consistent expectations
of specified behaviors. Because of its low student-teacher ratio, the program is able
to offer highly individualized academic instruction. The staff develops educational
and treatment plans for each student. Students receive individualized academic
instruction and participate in daily class activities regarding behavior, social skills,
and problem solving. Counseling services are also available to students throughout
the day.

The social skills model used by the COPE program serves as a framework for
addressing social skills deficits and behavior problems in both regular and special
education settings. The model includes Social Skills Group Rules, a Buddy
Program/Social Skills Curriculum, Individual Self Help Skills, and Friendship Skills.
The curriculum addresses behaviors often identified as interfering with a student's
ability to progress in the educational environment and uses interventions that have
proven effective in both reducing and preventing behavior problems.

Student placements at COPE average 9 to 12 months. In addition to the regular
school-year program, COPE offers a half-day summer enrichment program which
lasts for six weeks which focuses on academic, affective, and recreational activities.

Mainstreaming: When students are first placed in the COPE program, they spend
the entire day in a COPE classroom. As students move up in the COPE reward
system, they earn the right to become more involved as members of the regular
classroom and are gradually re-integrated into their home-school classroom.
Because mainstreaming can be challenging for COPE students, the program has built
in supports. '
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An important coraponent of this support is the Buddy System. According to
program literature provided by COPE, before a student reenters the home-school
classroom, the COPE program director and regular education teacher work together
to select a peer buddy for the returning student. This relationship benefits the
buddy pair in the areas of social skills and age appropriate developmental learning.
The Buddy System helps the targeted student adjust to regular classroom
expectations and enhances the leadership skills of the buddy.

The Buddy System provides significant benefits for reentering students. They
receive immediate support and ongoing feedback on social and academic
expectations in the classroom. The students have peer models for age-appropriate
behavior and are encouraged to affiliate with a positive peer social group. The
students also learn how to solve problems with assistanice from their peer buddies.

The Buddy Program also benefits the peer buddy in that it provides an opportunity
for growth in leadership and self esteem. The buddies learn how to provide
behavioral support in the classroom and how to reinforce pro-social skills. Through
regular group meetings the classroom buddies learn many skills essential to a
meaningful helping relationship.

The Buddy Program helps educate of the community about at-risk students' needs
and increases the acceptance of those children within the community. The program
leads to better communication between the school and home as well as between the
school and other agencies.

Work with the Family: The COPE program believes that cooperation between the
school and family has a great impact on the student's performance at school. The
aim of family involvement is to enhance and strengthen family life and problem
solving skills. COPE staff members work to build a supportive and trusting
relaticnship with the families of their students through frequent communication.
Specific services provided to families include a parent support group, individual
conferences, skill sharing, and referrals to community and private resources.
According to literature provided by the COPE program, a student's progress,
whether great or small, is noted, rewarded, and celebrated with their families.

Supplemental Services: The avove direct services are supplemented by mental
health support services, individual counseling, and clinical psychological
consultation. Additionally, the program offers indirect services to individuals as
well as to the community, including behavior management workshops and support
and follow-up for former COPE students and their families.

STAFFING

The core COPE staff consists of a program director, family counselor, education
specialists, classroom assistants, and a secretary. Additional support is provided by
a consulting psychologist and consulting psychiatrist.
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FUNDING

Operating expenses of the COPE Program are jointly shared by the Durham County
Schools Division of Exceptional Children's Services and the Durham County
Community Mental Health Center, Division of Child and Youth Services.

CONTACT

Community Qutreach Program for Education (COPE)
Marvin E. Pipkin, Director

3810 Wzke Forest Highway

Durham, NC 27703

(919) 560-3556
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A COMPREHENSIVE COMMUNITY-BASED CONTINUUM
OF CARE IN BUTTE AND VENTURA COUNTIES

This project seeks to improve existing services in two California
counties with emphasis on making the service system more
culturally responsive and ‘“family-friendly.”

OVERVIEW

This project seeks to improve service delivery to students with emoticnal disabilities
in Butte and Ventura Counties, California. Although both counties have innovative
day treatment programs, an evaluation of those programs conducted during phase
one of the project identified key areas for improvement. During phase two, system
improvements are planned to move both counties toward a more comprehensive
continuum of care. Three pilot sites—one elemeniary school in Butte County and
two Head Start preschools in Ventura County—have been selected for participation.
According to the project abstract, these sites "will model full-scale implementations
of comprehensive, family-friendly, family-focused and culturaliy competent
prevention and treatment services for families with children who are seriously
emotionally disturbed, cr who are at risk for developing serious emotional
problems."

PHILOSOPHY

The project has developed a "Definition of Ideal Comprehensive Community-Based
Continuum of Care" outlining its objectives which reads as follows:

1. Prevention, early identification

A. Identifiable and clearly focused prevention services. Evidence of
specific programs, mechanisms or procedures in the community and
general education that build support for all students, including those

- who exhibit signs of emotional or behavioral difficulty.

B. A System for early identification and intervention with students

experiencing significant social and emotional problems. Mechanisms
exist to assure that children who are exhibiting signs of emotional

distress are identified early in their school career, and interventions
initiated prior to a referral for special education services.

C. Strong, collaborative, and culturally sensitive family and parent

services in the community and regular education setting. Critical
services include culturally sensitive and appropriately intensive family

education, support, empowerment, crisis intervention, and treatment.
4
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COMPREHENSIVE COMMUNITY-BASED CONTINUUM OF CARE

2. Ethnic, cultural, and community sensitivity in all areas of assessment and
service delivery. Recognition that family needs and receptivity to services
will vary based on key variables such as ethnicity, language, cultural
differences, socioeconomic status, rural or urban nature of the community
etc.

3. A clearly defined, comprehensive, and well integrated academic and
treatment program

A

A dearly arficulated program definition tat includes a description of
the population served, eligibility criteria, freatment model including
the maior goals for students and families in the program, as well e
academi ea nen at make up the program.

An enriched and engaging academic program. Evidence that the
academic program reflects the core curriculum in the surrounding

educational community. Utilization of different grouping strategies,
teaching techniques, materials and instructional strategies to create a
richly textured learning environment.

Comprehensive, multidisciplinary services and treatment options.
Program utilizes (for example) academic, family, self-esteem, social
skills, nutrition, medical, and behavioral management treatment
options into a total program.

. Service elements are interconnected, integrated, and organized into a

total program. Services are clearly linked and related to one ancther.
for example, mental health services provided on-site, well integrated
into the overall educational program.

A range of placement options, from general education to residential
treatment. A comprehensive and array of services, with effective
transitions between more and less intensive levels of treatment.

Clearly articulated case management responsibilities. Case
management personnel are provided with the rescurces, authority, and

training to etfectively advocate for appropriate services for children
and families. A model of case management ir in evidence.

4. Flexible, developmental, growth and family oriented service delivery
system

A. Devglopmentallx sensitive and appropriate services. Clear evidence

that program planners and staff recognize that age and developmental
status are critical variables in the development of interventions and
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COMPREHENSIVE COMMUNITY BASED CONTINUUM OF CARE

development of staffing plans. Appropriate attention to individual
differences in the learning styles and rates of students.

B. Health or growth oriented services. Evidence exists thia the program
recognizes that a primary goal of child and family focused services

involves the promotion of healthy cognitive, scholastic, social and
emotional development on the part of children and families, and not
mereiy the remediation of pathology.

C. Flexibility in site and location of services. Evidence exists that genuine
attempts are made to "wrap" services around the child and family in

lieu of placing the child in a separate site-specific facility.

D. Flexible roles for service providers and parents. Evidence exists that
teachers, case managers, and direct service personnel have enough

expertise, supervision and autonomy to provide needed services that
may go beyond their primary role as teacher, therapist, or case
manager.

5. A strong and clearly defined interagency focus and coalition. Shared
decision making and planning, with common goals developed between
education, mental health, and cther service providers. Political support
from key decision makers in all relevant agencies.

6. Funding and financial support that is realistically adequate for program
goals. An emphasis on the development of shared, coordinated, or
blended funding streams whenever possible.

7. A commitment to staff development and training. Evidence exists of an
organized and ongoing staff development program that is comprehensive,
reasonably intensive, and makes use of cross disciplinary and
collaborative training opportunities.

FROGRAM/SERVICES

Ty

During phase one, researchers in the California SED Work Group conducted a
careful analysis of the key features of the existing programs in both counties,
comparing these to the definition of an ideal comprehensive community-based
continuum of care described above. Using that definition to analyze the Butte and
Ventura County programs, researchers identified the following six areas where the
programs fell short of the ideal and needed improvement.

e Cultural competence: Neither county is identifying or serving students
from diverse ethnic and cultural communities, and outreach efforts to
under-served populations are not apparent.
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COMPREHENSIVE COMMUNITY-BASED CONTINUUM OF CARE

e Family friendly: Parents and providers describe their relationship as
adversarial; more family involvement and genuine collaboration with
families is needed.

e Prevention and early intervention: Neither county has developed a
systematic program for screening and early identification for children at
risk of developing serious social and emotional problems.

o Eligibility: Eligibility decisions based on federal definitions exclude many
students; viable educational and treatment alternatives need to be created.

o Collaborative family-centered treatment: A team approach to working
together with common goals and understandings is needed.

» Monitoring student progress: Monitoring student progress varies
considerably within the counties and is virtually non-existent once students
are no longer receiving treatmc1t. Evaluation based on student outcomes
needs to be instituted in a systematic fashion.

During phase two of the project, a reorganized service continuum will
be implemented at pilot sites. Improvements to existing programs will include
1) implementation of a full scale model of prevention, early intervention and
treatment, including systematic screening o detect early warning signs of emotional
disabilities; 2) training of case managers for cultural, environmental, racial, religious,
and sexual orientation sensitivity in assessment and service delivery; 3) a
. commitment to staff development and training; 4) an emphasis on nurturing and
empowering families; 5) involvement of parents as "true partners” in problem
identification, treatment planning, and outcomes evaluation; 6) implementation of a
multi-faceted and comprehensive evaluation component for all students; and 7)
increased interagency coordination. :

Project coordinators believe that development of a "culturally responsive and
family-friendly system will divert children and families from needing expensive
categorical services by intervening before their needs overwhelm their adaptive
functioning and challenge the ability of the system to react,” according to
information provided by the project. Implementation of phase two will alter the
existing system of care by targeting younger children and families who are at risk.
Project coordinators also believe that the systemic barriers to effective service
delivery they have identified are representative of those that need to be addressed in
oiher communities nationwide. Thus, the experiences and outcomes of phase two
implementation will be of interest to other communities with similar needs
interested in improving their systems of care through replication of this model.
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COMPREHENSIVE COMMUNITY BASED CONTINUUM OF CARE

EVALUATION

A combination of short-term, long-term, and family outcome indicators are planned
to evaluate the effectiveness of this continuum of care for students and their families.

FUNDING

Phase one of this project was funded by a U. S. Department of Education grant with
additional funding from the California Department of Education, Specxal Education
Division. Phase two will continue with state support.

CONTACT

Dr. Brent Duncan
Psychology Department
Humboldt State University
Arcata, CA 95521-8299
(707) 826-5261
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CONNECTIONS INITIATIVE

are spent for contracted services. Additionally, PEPTRACK is used to evaluate
client progress and achievement of objectives.

FUNDING

Connections uses flexible, integrated funding of participating child service systems.
This blended approach eliminates cross-system service barriers and allows
Connections o finance flexible services that match individual child and family
needs. Services are purchased from local providers, with emphasis on case
management, day treatment, and home-based services.

Connections uses a prepaid capitation model for reimbursable Medicaid services for

children and youth served who are Medicaid-eligible. Connections is also one of

eight sites across the country selected to receive funding through the Robert Wood
~ Johnson Foundation's Mental Heaith Services Program for Youth.

EVALUATION

The Connections Initiative "has been the driving force behind many new initiatives
and consortia throughout the country,” according to literature provided by the
project. The Robert Wood Johnson Foundation describes the project as "an example
of a major collaborative effort that has made a difference in the lives of children and
their families, and where crucial barriers are being overcome" (Cole & Poe, 1993, p.
39).

ADDITIONAL INFORMATION

A profile of the project is included in Partnerships for Care: Systems of Care for Children
with Serious Emotional Disturbances and Their Families.

CONTACT

Frank Hanna-Williams, Project Manager

Cuyahoga County Community Mental Health Board
1400 W. 25th Street

Cleveland, OH 44113-3102

(216) 241-3400
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PROGRAM/SERVICES

The Connections project provides mental health case management and facilitates
needed services for youth through the use of home and community based services.
Case managers help families navigate complex service systems, link families to
neighborhood based resources and social supports, and purchase mental health
services. Connections believes that the more involved parents are in their children's
plans, the better those plans will be. Thus, parents serve as members of the service
planning team.

School-based Services: Connections believes that building partnerships with schools
offers the best opportunity to bring about long-term, positive change. Case
managers "go where the kids are" to offer individualized care at school. Because
about half of the students change schools during the year, case managers follow
students to nearly 80 schools in the Cleveland area. Case managers become
members of the school's "extended staff." Using this school-based model places an
emphasis on the school as an "agent of change." Case managers working in the
school system increase the awareness and sensitivity of educators toward mental
health issues. "By working side-by-side with teachers in the schools, case managers
forge partnerships that help teachers know that they are not alone when working
with very difficult, troubled young people” (Smith, 1992, p. 8). With this cooperative
approach at work, parents come to view schools as allies, rather than merely
educational institutions.

Non-school-Based Services: Services offered by Connections outside of school
settings include a mobile crisis team available to case managers 24 hours a day; a
family aide service in which trained parents of emotionally disturbed students are
hired to support case managers and families; a mentoring program tc help youth
learn social integration skills; intensive in-home services for family preservation;
therapeutic foster care as a form of residential placement delivered within a family-
based environment; and in-home and out-of-home respite to provide structured
relief designed to enhance and maintain family stability.

Through the Homeward Bound/Independent Living Program, older adolescents are
assisted in their transition from institutional to community-based living. An
intersystem treatment team helps provide the supports and linkages to the adult
community to help adolescents make the transition from dependent children to self-
sufficient adults.

Case Management: Connections uses the PEPTRACK case management information
system, which provides current and historical client information. It can provide
statistical information of the client population by category as well as more general
aggregate information for the entire population. The PEPTRACK data records a
youth's placement, history, service providers, legal guardianship, educational
placements, and other information. The system can also be used to track how funds
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This schoolbased modei of mentai health services
_emphasizes schools as “agents of change.”

OVERVIEW

The Connections Initiative in Cleveland, Ohio has developed a coordinated service
delivery system to effectively support children and youth under 18 years of age who
have emotional disabilities. In the past, according to literature provided by the
project, "no one system has been able to adequately serve their needs, and many of
these children and their families have often slipped through the cracks and received
no help at all." The project has sought to eliminate unnecessary gaps and
duplication in Cleveland's child service systems and to create a common plan for
each child and family. The program works with existing service systems in the
community to coordinate the treatment, planning, funding, delivery of culturally
sensitive services, and development of innovative services to meet the individual
needs of these youth and their families.

Project partners include the Cuyahoga County Community Mental Health Board,
the county Board of Mental Retardation/Developmental Disabilities, the county
Alcohol and Drug Addiction Services Board, the Ohio Department of Youth

. Services, the county Juvenile Court, Cleveland and East Cleveland Public Schools,
and the county Department of Children and Family Services. The project is
administered by the Positive Education Program (PEP).

PHILOSOPHY

Connections believes that just as no two individuals are alike, no two service plans
are necessarily alike either. The project seeks to provide home, school, and
community-based services to prevent out-of-home placement and return youth who
have been placed out of the home. The goal of the project is to eventually wean
clients from the need for formal mental health services through a "systematic
integration of natural community suppors." The program embraces the belief that

- "children need to be brought to a level where they can speak for themselves, and
have relationships built on capacity, rather than deficiency."

Connections has adopted the concept of wraparound services for the youth served
by the program. Wraparound money can be used for non-traditional mental health
services, programs, or other expenditures identified as necessary to meet treatment
goals. These services may include transportation, mentoring, club memberships, art
or music lessons, recreational activities, homemaker services, home health aides, an
respite services. -
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EMPOWERING FAMILIES AND SCHOOLS

The project seeks to empower parents to actively participate in their
children’s education and treatment for emotional and behavioral disorders.

OVERVIEW

This project seeks to develop strategies to reduce out-of-community residential
placements and encourage the use of school-based programs to meet the needs of
youth with serious emotional disturbance. The project is forming an alliance
with parents designed to promote collective responsibility and support for
families with youth who have been identified as seriously emotionally
disturbed. Operating at three school sites in the Albuquerque School System, the
project’s importance lies in the fact that it: a) addresses the needs of minorities; b)
tests strategies for dealing with youth with serious emotional disturbance; c¢)
helps formalize the linkages between schools, families, and service providers in
the community; d) empowers parents to become an active and knowledgeable
part of the treatment process; and e) tests the conceptual construct of having all

care”-vers and community resources use a clinical strategy tailored to the
inaividual needs of each youth.

In order to encourage families to take a more integral part in these programs, the
project has three family-oriented components: a) the Alliance of Parents

Council, 2) An Experiential Program, and 3) a Home-based Social Worker
Project.

PHILOSOPHY

This project is based on the philosophy that “parents and family are key to
successfully serving children and youth in the community. To succeed, parents
and families must be empowered to work with schools and agencies to better
meet the needs of the individual student. By linking family support services to

school services, families will be empowered to more actively participate in their
children’s education.” 4

*PROGRAM/SERVICES

The project serves 90 targeted students ages 11 to 18 at three school sites, who
have been identified as seriously emotionally disturbed and whose needs are not
being met by other district programs. Services to youth and families participating
in the project are based upon three components—the Alliance of Parents Counudil,
the Home-based Social Worker Project, and the Experiential Program.
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A multidisciplinary team has been designated at each of the threc sites. Each
team consists of a psychologist, a social worker, special education fe..w1ers, and a
site administrator. These teams help select members of the Alliance of Parents
Couucil, identify families to receive home-based services, and identify families
for participation in the Experiential Project.

The Alliance of Parents Council is designed to involve parents in their chiid’s
program in ways that are positive and empowering. An Alliance of Parents
Council has been established at each of the three school sites. Each council serves
as a vehicle for parents to advise staff and agencies on the effectiveness of
behavior management strategies, curricula, and policies. Council members also
form support s;toups and encourage other parents to participate in a variety of
school activities. Parents serving on the council are paid a stipend to attend
monthly two-hour meetings. Transportation to meetings is provided by the
outreach worker, if needed. A newsletter disseminates information on the
activities of the coundil.

The second program component--the Home-based Social Worker Component-—
provides specialized case management to families based on plans developed with
family members. Two full-time social workers work with the multidisciplinary
teams at each site to identify ten families in most need of services. These social
workers must be competent and sensitive to the cultural and social values of the
families served. A small caseload of five families for each social worker allows
for intense involvement. Each social worker makes a minimum of three visits
to each family per week, offering individual and family therapy as needed, and
are available for crisis intervention/prevention after hours and through the
summer months. Social workers seek to establish a close relationship with the
families and work with them to secure appropriate services for their children,
improve their parenting skills, and connect them with school programs in a
positive way. The social worker communicates with school personnel and
families on a daily basis. This constant flow of information is designed to
improve school and family relationships.

The Experiential Program is also designed to strengthen another connection
between schools and families. The focus of this program is to build trust, self-
reliance, and responsibility and to create a more positive relationship among all
participants. The experience includes a basic ropes program and a more difficult
high ropes course designed to teach problem solving, self-sufficiency, and
cooperation. The final phase of the Experiential Program is a three-day
wilderness trip in which the families and students chosen to participate learn
basic survival skills and are challenged to overcome fear, develop self-efficacy,
and relate to each other as equals as they solve mutual problems.
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FUNDING

The Empowering Families and Schools project is funded through a U. S.
Department of Education grant from November of 1993 to October of 1995.

EVALUATION

Evaluation activities are ongoing as well as retrospective. Assessments used by
the project include student attendance records, student academic progress
reports, pre/post assessments of family dynamics and relationships, social
worker anecdotal records, parent interviews, agency interviews, school staff
interviews, numbers of students staying in high school programs, and numbers
~of students placed in hospitals, residential treatment facilities, and juvenile
correctional facilities. Video-taping and behavior charting are methods being
used to evaluate effectiveness of the project.

CONTACT:

Judy Harlow, Project Director
Albuquerque Public Schools
Grant Middle School

1111 Easterday Street, N. E.
Albuquerque, NM 87112-5199
(505) 294-8511
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FACILITATING INTEGRATED INTERAGENCY SERVICES FOR
SERIOUSLY EMOTIONALLY DISTURBED CHILDREN IN NASHUA, NH

This project has filied a void in the community by offering
students opportunities to participate in recreational programs
after school and during the summer months.

OVERVIEW

The Facilitating Integrated Interagency Services for Seriously Emotionaiiy Disturbed
Children in Nashua, New Hampshire is a project created to develop an array of
services for students with emotional and behavioral disorders, including after-school
recreational services and summer programming. These services are intended to
provide a continuum of care for youth and their families to enable participants to
function more appropriately in school, at home, and in the community. The
federally-funded project is a collaborative effort of the Nashua Public Schools, the
Community Council, the Youth Council, the Adult Learning Center, and the YWCA
of Nashua, New Hampshire.

Goals of the project include:

» Increasing interagency collaboration among educational, community mental
health, and recreational facilities in the treatment and case management of
children and adolescents with emotional /behavioral disabilities;

e Increasing the availability, quality, and ease of access to community mental
health for children and adolescents with emotional/behavioral disabilities and
their families, particularly those from inner city, disadvantaged, and minority

‘backgrounds;

¢ Increasing the availability, quality, and ease of access to recreational services
for children and adolescents with emotional/behavioral disabilities and their
families, particularly those from inner city, disadvantaged, and minority
backgrounds, and thereby improvin their seif-esteem, their internal locus of
control, and their behavior; and

e Improving the problem solving skills, parenting skills, and networling ability

of parents of children with emotional/behavioral disabilities through
interagency parent support group and family therapy participation.

PROGRAM/SERVICES

The Nashua project strives to increase interagency collaboration among educational,
community mental health, and recreational facilities in the treatment and case
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management of students with emotional /behavior disabilities. A core team with
representation from all of these agencies holds regular “wraparound” meetings to
discuss the case management of students and their families participating in the

project.

Collaboration between schools, mental health agencies, and recreational agencies in
Mashua has resulted in the development of parent support groups, family therapy
services, training and support groups for teachers and school and recreational staff
members who work with students with emotional/behavioral disabilities, and
recreational activities for students after schocl and during the summer months.

Parent support groups meet in local schools during early evening hours; child care,
food, and transportation are provided. These groups are co-led by a school
psychologist and a community mental health therapist in a familiar, informal
atmosphere.

Family therapy services are also provided during the early evening in neighborhood
schools and settings familiar to parents. Childcare and refreshments are provided.
These groups are also co-led by a school psychologist and a community mental
health therapist. The primary goals of this multiple family group therapy approach
are to improve family communication, improve the understanding of family
dynamics, and change behavior within the family.

The Nashua project has increased the availability, quality, and ease of access to
recreational services for children and adolescents, particularly those who live in
disadvantaged, inner city areas. Transportation is provided to after-school
recreational programs which expose students to a wide variety of activity-based
experiences, including improvisational theater, swimming, tennis, dance, kavate, and
therapeutic horsemanskip. A psychologist accompanies students to recreational
programs and provides feedback on student interactions and behavior. The project
also provides funding to hire and train auxiliary staff members working in these
recreational programs.

EVALUATION

An outcome-oriented evaluation plan for the project focuses on the benefits to
individual students and their families. The program will be evaluated by
demographic information, the functioning of students who participate in the after-
school, summer, and family therapy programs, parent satisfaction with the program,
and staff satisfaction.

A 1993 project review revealed that interagency collaboration, with wraparound
interagency meetings and staff training, has been higl™ successful. Parent support
groups have been successfully implemented, although more outreach is needed.
Recreational services have been in high demand and successful. School
psychologists have played varied roles ir. implementing all aspects of the project and
have been critical to its success.
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@ FUNDING

The project was funded by a U. S. Department of Education grant for an 18-month
period ending June 30, 1994. Certain facets of the program are continuing through
the support of local efforts.

CONTACT

Virginia Smith Harvey

Department of Counseling and School Psychology
Graduate College of Education

Wheatley Hall,

University of Massachusetts-Boston

106 Morrissey Blvd.

Boston, MA

(617) 287-7628
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FAMILY MOSAIC PROJECT

Family Mosaic has built a team of caseworkers cailed
Family Advocates whose ethnic and cultural mixture reflects
the diverse compositicn of the population they serve,

OVERVIEW

\

’ - The Family Mosaic Project is an interagency effort to provide a coordinated system

| of care for children and you.h ages 3 to 18 with emotional disabilities and their
families who live in the San Francisco area. The goal of the project is to enable these
children and youth to continue to live at home or in the local community while
receiving treatment, education, and support. Family Mosaic has brought together
resources from public health, mental health, social services, juvenile justice, and
education to build a collaborative program that includes interagency participation in
planning, treatment, and funding. "By developing a neighborhood-based system of
care that is designed for a high degree of cultural competence and community
cohesion, Family Mosaic hes laid the foundation for rapid replication and city-wide
implementation” (Cole & Poe, 1993, p. 18).

The project is a joint effort of the San Francisco Department of Public Health,
Community Mental Health, Department of Social Services, San Francisco Unified
School District, and Juvenile Probation. The project is administered by the San
Francisco Department of Public Health, with funding provided by the State
Department of Mental Health and the Robert Wood Johnsen Foundation. The
Family Mosaic Project's Interagency Advisory Committee encompasses broad
representation, including mental health, education, juvenile justice, civil rights and
parent-child advocacy groups, parent organizations, and other community-based
groups, which oversee progress of the project.

Family Mosaic is approaching system reforms on three levels—with families, with
service providers, and through financing systems. According to literature provided
by the project, Family Mosaic “places a high priority on working in partnership with
families with an emphasis on addressing the unique characteristics of San
Francisco's diverse cultural communities. Cultural competence is a guiding
principle that is used to design and evaiuate service delivery, staffing composition,
training approaches and priorities, community involvement and technical
assistance. A health and human services perspective is in place to ensure that the

needs of the whole child within the context of his/her family are addressed in a

comprehensive and consistent approach.”
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FAMILY MOSAIC PROJECT

PROGQRAM/SERVICES

To begin services, project caseworkers called Family Advocates gather information
~ about the child or youth and services the family is currently receiving. Followinga
clinical case confererice, the family and relevant service providers meet in a plan of
care meeting to determine needs for specific services and ongoing case management.
Family Advocates facilitdte the purchase of services specified in the care plan.

The project has developed intensive community support services that bring
professional help into the home, classrooms, and community settings. An array of
services are provided, including early intervention counseling services for at-risk
students through the Primary Intervention Project, tutoring, mentoring, day
treatment, in-home parenting education, parent training, family therapy, crisis
services, respite care, therapeutic foster care, therapeutic group care, substance
abuse services, therapeutic camp experiences, independent living services, and
inpatient and outpatient care.

Family Mosaic has developed a comprehensive training program for staff members,
providers, and parents. The project has also encouraged the development of parent
"advocacy and parent support activities. '

STAFFING

Fzmily Mosaic has built a team of caseworkers called Family Advocates whose
ethnic and cultural mixture reflects the diverse composition of the population they
serve. These advocates represent multiple human services agencies, including
mental health, juvenile justice, child welfare, public health, and education, but work
together under one roof. Using a team/multidimensional case management model,
the project combines two Family Advocates with three social workers called Family
Workers who share case management responsibilities for 40 to 50 families served.
Team members meet during weekly clinical case conferences led by a medical

- director and clinical psychologist. The project also benefits from local graduate
psychology and social work interns and psychiatric and pediatric residents who
serve Family Mosaic in varying capacities.

FUNDING

In 1993 Family Mosaic began piloting a capitation-financed system of care with the
California Department of Health and Welfare to provide more flexible services; the
project has also initiated mini-capitation arrangements with community-based
mental health agencies to provide culturally sensitive services for targeted
populations. The project has also expanded Medicaid reimbursement through
targeted case management. Additional dollars of support are pooled from county-

42

ERIC 98




FAMILY MOSAIC PROJECT

level categorical programs such as child welfare, education, and juvenile justice in
order to maximize federal financing, particularly through Medicaid and Title IV-E.
The project also relies upon federal block grant money.

EVALUATION

The program's development of community-based services has reduced the need for
inpatient care, residential care, and crisis services. Improved school attendance and
school performance coupled with a decrease in detention days among students
served by the program are also indicative of initial successes of this project (Cole &
Poe, 1993).

ADDITIONAL INFORMATION

A profile of the project is incdluded in Partnerships for Care: Systems of Care for Children
with Serious Emotional Disturbances and Their Families.

CONTACT

Dr. Abner J. Boles, Director
Family Mosaic

3450 Third Street, I-A

San Francisco, CA 94124
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GEORGIA PSYCHOCEDUCATIONAL NETWORK

The Georgia Psychoeducational Network brings psychoeducational
senices to within 30 minutes of every child in the state.

OVERVIEW

The Georgia Psychoeducational Network provides comprehensive special education
services for children and youth ages birth through 21 years with emotional
disturbances or autism. The Network, part of the public schooi continuum of
services, is comprised of 24 regional, multidistrict day programs that offer cost
effective alternatives to residential care. The network is distinctive in the following
ways:

e It offers comprehensive services: Each youth referred to a
psychoeducational center may receive a full range of services, including
diagnosis, treatment, periodic evaluation, and follow-up;

e Itisa cooperative effort of education and mental health;

» It is community-based and family-centered; '

» It offers assistance to parents and regular school teachers who need
guidance;

* It reaches geographically distant counties, bringing psychoeducational
services to within 30 minutes of any child in the state; and

¢ It shows successes documented by a network-wide evaluation system.

(Wood, 1977)

PROGRAM/SERVICES

Services are provided with the belief that students can be maintained in their
communities with a specialized psychoeducational program that focuses on
treatment. The educational program inciudes a Preschool Program for children ages
birth through five years, a Children’s Program for students ages 6 to 14, and an
Adolescent Program for students ages 15 to 21. A team of supervisors, coordinators,
school psychologists, teachers, and paraprofessionals work together to provide
appropriate educational services. For secondary students, the Adolescent Program
emphasizes the development of academic, behavioral, and emotional skills to help
prepare students for transition to independent living.

Support services such as assessmen, psychological and/or psychiatric consultation,
and family services are provided by a support team of social workers, psychologists,
consulting clinical psychiatrists, and infant evaluators.

The Rutland Developmental Therapy Model: Several programs that are a part of the
network, particularly those serving preschool and elementary-aged children, use the
Rutland Developmental Therapy Model, which is validated for replication by the
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National Diffusion Network. The Rutland Center became the prototype from which
the psychoeducational network was developed in 1970. The model that bears its
name is a psychoeducational approach to therapeutic intervention with children,
especially appropriate for ages two through eight. Based on the assumption that
children vsith disabilities go through the same stages of development their peers do,
but at a different pace, the curriculum is a “growth model” rather than a “deficit
model” that uses normal developmental milestones to guide the therapeutic process.
The Developmental Therapy curriculum includes four areas. These areas and the
messages they convey to children are:

¢ behavior— “Appropriate behavior is important.”

e communication— “It helps to talk about things.”

e socialization— “The group is important.”

e academics or pre-academics— “This is school work you can handle.”
(Wood, 1977, p. 9)

Within each curriculum area are five "maturational sequences” which cut across all
areas. These sequences are 1) responding to the environment with pleasure, 2)
responding to the environment with success, 3) learning skills for group
participation, 4) investing in group processes, and 5) applying individual and group
skills to new situations. Developmental therapy incorporates clinical inference,
teacher judgment, and behavioral measurement in the same model so that the
evaluation system becomes a part of the therapeutic process (Wood, 1977, p. 9). The
therapeutic curriculum can be used in special classroom settings with small groups
of students or in integrated classroom settings. The mainstreaming aspect of the
model requires that regular school experiences mesh smoothly with intensive
Developmental Therapy experiences. Special services to parents and parent
involvement are also considered an integral part of the approach.

CONTACT

Phil Pickens, State Coordinator
Georgia Department of Education
1970 Twin Towers East

Atlanta, GA 30334-5040

(404) 656-2427
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IOWA CITY COLLABORATIVE INTEGRATION PROJECT

An automated ‘early waming system” “flags” potential children
who are at risk for developing emotional disabilities.

OVERVIEW

The Iowa City Collaborative Integration Project addresses policy, program design,
and technical issues involved in service system changes for students with emotional
disabilities. It is a collaborative project of the University of Iowa Hospitals ana
Clinics, Mid-Eastern Towa Community Mental Health Center, Iowa Department of
Human Services, Grant Wood Area Education Agency, Iowa City Community
School District, and the parents of children with emotional disabilities.

The project aims to break down barriers between service agencies who work with
youth with emotional disabilities in kindergarten through sixth grade to enhance
networking and cooperation. It seeks to build a system to facilitate “collective client
pathways" which integrate services through the development of a single treatment
plan used by all service agencies in which each has a specified role. Additionally,
the project seeks to "intervene as early as possible, integrate services, improve
program effectiveness, avoid duplication, and maximize the use of existing
community resources." It primarily targets resources to the school setting.

The first phase of the project involved piloting the program at two elementary
schools, one supported by private funding and the other supported by a federal
grant. Expansion of the project into more of the district's 16 schools will continue,
the rate dependent upon current funding sources.

Several unique features of the project are highlighted in the project abstract:

e The focus is on the earliest possible intervention with children and their
families;

e An automated "early warning system" "flags" potential children who are at
risk for emotional disabilities; '

e Parents are empowered to participate actively in the treatment process by
serving as their own case managers; and

¢ The schools and local mental health agencies integrate their services and
work together as partners to develop case plans, make referrals, and jointly
monitor service. '

The project is overseen by a policy council comprised of representatives from
participating agencies and parents of children with emotional disabilities. The
council assists project staff with networking and collaboration strategies designed to
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JOWA CITY COLLABORATIVE INTEGRATION PROJECT

|
|
i identify barriers in federal and state laws and regulations that may prevent
i outcomes from being achieved. '

| :

PROGRAM/SERVICES

Through the automation of data available to staff, children who might qualify for
services are identified by the early warning system. Participating schools compile
predictive information for identification of students who may be at risk for
emotional disabilities. The early warning system developed for the project scans the
computerized data on a monthly basis to “flag” potential students. Once these
children are identified, they are referred to the multi-agency intervention team.

Identified youth and their families then become part of the multi-agency
intervention team which plans and monitors the service plan according to changing
needs of the youth and family. After completing the required training, the parent of
the child becomes the case manager of the team.

The project has developed a Behavior Disability Curriculum which includes beliefs
and policies, outcomes, strategies for behavior management and affective education.
and suspension/expulsion procedures. Portions of the curriculum are included in
Appendix D.

FUNDING

The Jowa City Collaborative Integration Project is funded through private sources,
district support, and a federal grant from the U. S. Department of Education, which
began in October of 1992 and continues through September of 1996, provided
subsequent phases of the project are refunded.

EVALUATION

This project seeks to test the assertion that "an intervention program that 1)
empowers parents to take control of their child's development, 2) is culturally
sensitive, and 3) integrates community services within a school building will be
more successful than the current system of treating children and families.”

CONTACT

Mary Clem

Iowa City Community £<hool District

509 S. Dubuque Street

Iowa City, IA 52240

(319) 339-6800 65
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KALEIDOSCOPE

Kaleidoscope operates cn the premise of unconditional care
where no one in need of care is tumed down or tumed away.

OVERVIEW

Kaleidoscope, Inc. is a licensed, not-for-profit child welfare agency located in
Chicago, lllinois that has served children and youth considered to be among the
state's “most-in-need” for more than two decades. Based on the premise of
"unconditional care" where no one is turned down or turned away, Kaleidoscope's
service philosophy asserts that children "need loving care regardiess of their
behavior, and rejecting them from care for misbehavior worsens their condition and
our society's burden." This philosophy assumes that when problems arise it is the
role of the service provider to change the structure of the service rather than reject
youth from services. In treating troubled youth humanely and effectively,
Kaleidoscope also ascribes to the cozicept of normalization —that children learn best
living and learning in a normal environment—meaning a family or family-like
environment, neighborhood, or commurity, instead of living in an institution or
residential center with others who have similar disabilities.

- @ PHILOSOFPiY

According to literature provided by Kaleidoscope, key principles of the project's
programs and services are based on the following:

» To accept into care those children who have been in or are bound for
institutions;

* To serve children regardless of the severity of their behavioral problems or
emotional disorders;

children who have been placed outside of their homes with their families.
When children must be removed from their own families, Kaleidoscope
provides them with substitute care in foster families and the agency itself
becomes an "extended family" to the children and youth served;

* To provide family services to prevent out-of-home placements or to reunite
|
* To believe that caregivers—parents; child care workers, and foster parents—
are the most important treatment resource for children, providing role
’ models and loving parental care;
| * To help children, youth, and their families be self-sufficient and live as
@ normally as possible. For younger children, this means giving them the
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security of a stable family life and ensuring they receive a good education.

For other ycuth, major service goals include acquiring job skills, @
independent living skills, and ensuring there are people in their lives who

are "family;" and

e To advocate for better policies and programs for children who are
considered tc be most in need.

This philosophy of service is based upon the concept of wraparound interventions
for troubled children and youth. A wraparound intervention is one that is
developed and/or approved by an inter-disciplinary services team, is community
based and unconditional, is centered on the strengths of the youth and his family, is
culturally competent, and includes the delivery of coordinated, highly
individualized services in three or more life domain areas (residential, family or
surrogate family, social, educational or vocational, medical,
psychological/emotional, legal, and safety) of a youth and his family. A more
detailed explanation of the wraparound concept is described in Appendix E.

. PROGRAM/SERVICES

Kaleidoscope, Inc. operates three programs for children and youth and a training
institute. Each is described here:

Satellite Family Outreach Program: This program provides intensive services to @
families so that youth with emotional disabilities placed in residential settings can

be returned home safely and so that those not in residential placement have a better

chance to remain in their own homes. Satellite families receive 80 - 125 hours of

service support per month, most of them provided in the home. Services incude

help with basic needs —food, housing, recreation, child and home management—as

well as counseling and therapy. Staff members also act as liaisons with other
community services, including the public school system. A more detailed
description of the program and services offered is described in Appendix E.

Therareutic Foster Family Program: This program provides family living and
specialized services to youth, including those with emotional disabilities, who
otherwise would be placed in institutions, . The major goal of the program is to
provide unconditional care for the youth served—to keep them in family settings
regardless of the difficulty of their behavior or needs. Unlike most foster family care,
Therapeutic Foster Family homes are not just places for youth to live temporarily
until they can go back home. Most of these youth will not return to their biological
families because their parents are unable to meet their basic needs; they will either
stay in foster case or enter the Youth Development Program and learn the skills to
live independently. Foster care professionals provide specialized care so that
individuals can stabilize their behavior, stay out of institutions, learn to live in
families, and, if they are adolescent parents themselves, learn effective parenting
skills.
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Additional goals of the program are to promote self-respect and maturity by
building self-esteem, to provide structure and limits to encourage responsibility and
control, to help resolve trauma from loss and separation, to provide 1ole models, and
to teach alternatives to misbehavior. The program uses a team approach to carry out
individualized treatment plans. Among the collateral services provided by the
program are connections with schools and other educational resources. A more
detailed description of the program and services offered is offered in Appendix E.

Youth Development Program: This program helps older, severely troubled
adolescents learn to live on their own. Adolescents served in this program cannot
live with their biological families, yet they are too old to be adopted. Many have
severe emotional/behavior problems and have not made progress in other program
placements.

The Youth Development Program staff helps young people to live independently in
apartments, take care of themselves, monitor their own behavior, build supportive
ties with friends and family, and find and retain jobs. The agency also arranges for
medical care, therapeutic recreation, and individual and group therapy. Service
goals common for all youth in the program are to help them stabilize their behavior,
teach them to live independently in the community, help them become self-
supporting to the maximum extent possible, and keep them out of institutions.
Collateral services offered by the staff include connections with schools and
educational resources. A more detailed description of the program and services
offered is described in Appendix E.

Training Institute: Kaleidoscope has initiated a training institute that provides
consultation, training, and day-to-day "know how" of program implementation. The
institute grew in response to requests for additional, in-depth training, and a desire
of the agency to share 19 years of experience and lessons learned serving
¢ notionally disabled youths. Services offered through the fraining institute include:
consultation, on-site training, needs assessment, technical assistance, conference
workshops and keynote addresses, and in-depth workshops and training at the
institute.

ADDITIONAL INFORMATION

A more detailed description of Kaleidoscope services is offered in Appendix E.

CONTACT

Karl W. Dennis, Director
Kaleidoscope, Inc.

1279 N. Milwaukee, Suite 250
Chicago, IL 60622-2260

(312) 278-7200
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Kentucky Bluegrass Impact seeks to develop a fuil continuum of
community and family-based resources as a demonstration

|

| KENTUCKY BLUEQRASS IMPACT

[ £

of a system of care that can be replicated in other regions.

OVERVIEW

Kentucky IMPACT (Interagency Mobilization for Progress in Adolescents' and
Children's Treatment) helps to create and coordinate services for children and youth
with emotional disabilities that allow them to receive care at home or in their
community. IMPACT coordinates services among Kentucky's five child-serving
systems: education, health, social services, mentai health, and the courts. IMPACT's
multisystem cooperation brings families and agencies together to decide what is best
for each child. '

Kentucky IMPACT grew out a regional project called Bluegrass IMPACT funded in
1989 by a Robert Wood Johnson Foundation grant to serve 17 counties. One year
after Bluegrass IMPACT was planned, the Kentucky legislature authorized $19
million to replicate the IMPACT service and funding model statewide. Undler this
legislation, state funds were allocated to three state departments already serving
youth with emotional disabilities—Mental Health and Mental Retardation, Social
Services, and Medicaid Services—and then distributed to Kentucky's 18 regions. The
initial legislation established a structure for coordinated policy development,
comprehensive planning, and collaborative budgeting for services for children and
youth with emotional disabilities and their families. Further, tl.- legislation was
intended to build on existing resources to design and implement a coordinated
service system for youth with emotional disabilities that was community based and
centered on the needs of the individual and the family.

Each region of the state is striving to build a continuum of services ranging from the
least restrictive service of community-based treatment to more restrictive options,
based on the premise that “sometimes the best medicine is a home remedy.
Especially if it means keeping a child with a severe emotional disability out of a
psychiatric hospital or other treatment facility. Although some children do require
hospitalization, most children have a better chance of doing their best when they
receive care at or near their home, surrounded by a loving family and a supportive
community” (Changes for Children, 1993, p. ii).

Prior to IMPACT, the state had no way to pay for nontraditional services, and
children were either hospitalized or received outpatient services that were
inadequate, according to Kentucky Department of Mental Health Director Ed
Maxwell. “IMPACT gives us an enormous amount of flexibility and guarantees we
can obtain just exactly what the child needs,” says Maxwell (“Kentucky Impact: A
Close-up,” 1993, p. 1).
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KENTUCKY BLUEQRASS IMPACT

The goals of Kentucky IMPACT include:

1) To increase social competence and reduce behavior problems among @
children with severe emotional disabilities;

2) To help children live in the least restrictive setting possible;

3) To reduce the number of places a child lives during a year;

4) To increase the support to families of children with severe emotional
disabilities;

5) To develop a program that works for the children and families who receive
services; and

6) To develop a new way of serving children with severe emotional disabilities
and their families that is more cost-effective.
(Changes for Children, 1993, pp- 6 - 9)

Overail administration of Kentucky IMPACT is provided by the State Interagency
Council (SIAC) composed of state-level administrators and one parent, who develop
interagency policies, coordinate tracking of dlients, and insure full services in each
region. The state's 120 counties are served by 18 Regional Interagency Coundils
(RIACs) that coordinate funding, interagency collaboration, and service plans. Each
of the four child-serving agencies as well as parents have representation on the
Council. Each region decides how to spend its allotted resources based on
individual needs of the youth served and community resources. The SIAC oversees
activities of the regional councils and provides them with technical assistance.

The State Interagency Coundil, created by this legislation, has statutory authority @
over policy issues statewide, and each of the state's 15 regions has at least one

Regional Interagency Council. The RIACs oversze interagency collaboration among

local service systems, review nominaticns for entry into IMPACT, authorize budgets

and individual service plans, and hear appeals.

PROGRAM/SERVICES

Each youth's Service Team brings together parents, service professions, community
members, and the youth (when appropriate) to discuss the youth's strengths and
challenges and design an appropriate service plan. Service coordinators act as case
ranagers who coordinate a variety of social, medical, educational, vocational,
residential, and other services determined by the plan. Service coordinators
monitor the progress of the service plan and convene team meetings on a regular
basis.

Services coordinated through IMPACT may include school support services, flexible
response services, recreational therapy, wraparoul services, therapeutic foster care,
summer programs, and parent advocacy. Direct services provided by IMPACT staff
include home and school therapy, parent training, home management and
transportation assistance, respite care, recreation and leisure activities, therapeutic
camping, and school and community consultation. @
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For youth at risk for relapse and rehospitalization or repeated use of emergency
interventions, more intensive services are provided. An individualized package of
supportive resources is "wrapped around" each youth and his family to help the
youth live successfully at home and in the community. Examples of these services
include crisis intervention and support, specialized evaluations, respite care,
transportation, in-home attendants, specialized tutoring, and specialized skill
development such as behavioral management.

Because IMPACT involves the state's most challenging children and involves
multiple agencies at the state, regional, and local levels, training has been one of
Kentucky's primary strategies. The state's training . ada includes agencies,
parents, and local providers, and is supported by the legislated design of the
interagency structure and by the process for credentialing service providers. In
addition to regular training sessions, the project holds Training for Trainers
workshops twice yearly to provide trainers with the skills needed to conduct
IMPACT's various training programs. Additionally, a 28-minute orientation video
and a reference manual detailing the collaboration process have been developed.

FUNDING

IMPACT has aggressively utilized Kentucky Medicaid dollars through the
rehabilitation option to fund expanding services for youth, including targeted case
management, intensive in-home services, and other intensive services that can be
provided at home and in school settings. Additional state dollars provide support to

_ the Regional Interagency Councils for staffing. Flexible dollars are administered

regionally to ensure interagency collaboration of all responsible agencies serving
individual youths and their families.

EVALUATION

According to a two-year evaluation report (Changes for Children, 1993), Kentucky
IMPACT has made progress toward all of its six goals. - Evaluation data shows a
greater use of community resources and less reliance on psychiatric hospitals as well
as a reduction in multiple placements. Additicnally, placement cost savings have
totaled $4 million during the first two years of the project. Outcome studies show a
higher level of satisfaction with IMPACT services among youth, families, and
teachers than with traditional service systems.
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ADDITIONAL INFORMATION ﬁ

A profile of the Bluegrass Impact project is included in Partnerships for Care: Systems
of Care for Children with Serious Emotional Disturbances and Their Families.

CONTACT
Sandra Noble Canon, State Coordinator
Kentucky IMPACT

Cabinet for Human Resources

Department for Mental Health and Mental Retardation Services
275 E. Main Street

Frankfort, KY 40621

(502) 564-7610
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LINN COUNTY YOUTH SERVICE TEAMS

Each Youth Service Team develops its own specific processes and
procedures and reflects the needs of the region it services.

OVERVIEW

Youth Services Teams provide interagency collaboration between schools, social
service agencies, law enforcement agencies, and other community resources in Linn
County, Oregon. The purpose of these teams is to enhance the quality of services to
youth and their families and promote communication.

The Youth Services Teams are part of the Linn County Project, a federally funded
project in phase two of implementaticn, which seeks to:

¢ Develop a comprehensive array of services

¢ Establish an interagency collaborative process for developing a
comprehensxve Individualized Family Service Plan for each child with
serious emotional disturbance

¢ Design a process for screening identification and early intervention
¢ Design a mechanism for service plan coordination and modification

¢ Institute a financing plan to support implementation of the service
delivery design

Four components provide the framework for designing, implementing, and
evaluating the project's comprehensive model: 1) Project Adviscry Board, 2) Youth
Service Team, 3) Case Management Services, and 4) Continuum of Services for
Managing Student Behavior.

The Project Advisory Board, which includes a parent, child advocate, mental health
consumer, and education representative as well as representatives from each child
and family service agency in Linn County, oversees the project. The board is
responsible for drafting policies, developing interagency agreements, and setting

standards for developing a comprehensive plan for youth with emotional
disabilities.

The project uses the Youth Service Team process as the avenue for interagency
collaboration to develop a comprehensive individualized plan which incorporates
social and educational support for students with serious emotional disturbance and
their families. A school representative, parents, and case manager provide the
linkage between the plan developed through the Youth Service Team process and
the Individualized Education Program (IEP) development process. The
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LINN COUNTY YOUTH SERVICE TEAMS

individualized plan for each youth and his family includes identification of a Family

Resource Team composed of agency representatives involved in the plan and é
identification of a case manager.

The project also includes a process for identifying a case manager for each youth
through the Youth Service Team staffing process. Case managers act as liaisons
between families and the Youth Service Teams to coordinate, monitor, and revise
comprehensive service plans of individual students as their needs change. The
project includes provisions that empower families and surrogate families to
advocate for their youth and ensure that parents are full participants in all aspects of

the planning, implementation, and evaluation processes of the service delivery
system.

PHILOSOPHY

The values and principles defined by the Chiid and Adolescent Service System
(CASSP) have been adopted by the Linn County Project. These values and
principles, described in the introduction to this document, are viewed as ideals to
strive for in providing comprehensive services.

PROGRAPM/SERVICES

Regional Youth Service Teams serve all 28 school districts in the two county area. @ -
These team members allow for interagency collaboration between schools, social
service agencies, law enforcement agencies, and other relevant community resources
in the county. Youth Service Teams meet regulariy to share information about each -
student, explore alternatives, and develop a plan of action to meet each student's 3
identified needs. Each team develops its own specific processes and procedures and :

reflects the needs of the region it serves. A diagram of the Youth Services Team
Model is included in Appendix F.

The Linn County Project has adopted the Continuum of Services for Managing
Student Behavior as ouilined in A Resource Guide for Oregon Educators on Developing
Student Responsibility (Oregon Department of Education, 1989). The emphasis of the
continuum is on proactively preventing problems and teachin.g students alternative

and responsible ways to behave. A portion of the resource guice has been reprinted
in Appendix F.
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FUNDING

The project uses existing resources from various collaborating agencies to coordinate
service delivery; no additional funding is required from agencies. The project also
pursues Medicaid options, grants, and other potential resources as funding
mechanisms.

EVALUATION

The Linn County project has succeeded in increasing collatoratior among agencies
traditionally isolated from one another. The YST process has also been effective in:
develeping a ccordinated community plan; maintaining youth ir their community;
preventing the need for institutionalization; preventing duplication of resources; and
increasing understanding of agency involvement and planning.

ADDITIONAL INFORMATION

Additional information about the Linn County Youth Service Teams is described in
Appendix F.

CONTACT

Judi Edwards

Special Education Department
905 4th Avenue SE

Albany, OR 97321

(503) 967-8822
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PARTNERS PROJECT

The Partners Project places a high priority on family placement
and preservation as well as on full community integration
into social, educational, and recreational activities.

OVERVIEW

The Partners Project is designed to provide an expanded system of managed mental
health services to children and youth ages 5 to 18 in Multnomah County, Oregon
who are experiencing severe emotional and behavioral difficulties. The goal of the
Project is to assure the effective use of mental health and related services to meet the
needs of youth with emotional disabilities and their families. A high priority is
placed on family placement and preservation as well as on full community
integration into social, educational, and recreational activities.

PROGRAM/SERVICES

The Partners Project is a consortium of state and local agendies that have agreed to
work together to support a flexible pool of funds to finance and design services for
these youth. 'Members of the consortium include Portland Public Schools, Children's
@ Services Division, Multnomah County Mental Health, Oregon Medical Assistance
Program, Centennial School District, Oregon Mental Health and Developmental
Disability Services Division, and the Robert Wood Johnson Foundation. The
Partners Project is one of eight sites across the country selected to participate in the
Robert Wood Johnson Foundation's Mental Health Services Program for Youth.

The Pariners Project uses a managed care model of service delivery and
authorization; each youth and his femily is assigned a Project Managed Care
Coordinator. Care Coordinators work with families and involved agencies tc
develop individualized family service plans.

Each youth has a Service Planning Team comprised of his family members, a
Managed Care Cootinator, representatives of current service providers, and
potential service providers. This team assesses and prioritizes the needs of each
individual and his family and designs a service package to meet those needs. The
plan of care is monitored monthly and reevaluated every three months; the focus of
the plan is on developing and using "natural" community support systems. Service
plans build on the natural supports available to the individual and his family, such
as positive personal relationships.

It is the responsibility .of the Case Coordinator to arrange for the purchase of
services, coordinate services and information concerning services, and assess the
@ progress and continued appropriateness of each service for the individual and his
family. These services may include evaluation, crisis treatment services, day
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" treatment, respite care, intensive family-based treatinent services, therapeutic foster
care, psychopharmacology, outpatient treatment, after-school daily structure and
support, transportation, individualized mental health services, community support
services, and other services deemed necessary.

For adolescents in transition, project members plan with the youth and his family
and other service providers to identify services needed from the adult service
system, link the youth to those services, and document unmet service needs for
further planning and advocacy efforis.

EVALUATION

Project evaluation data indicate a trend in stabilization among many of the youth
served since the project began in August of 1990. Evidence of effectiveness includes
the prevention of residential and state hospital placements; improvement and
stabilization of youth in their school placements; improved living situations for
youth served; and improved general functioning of the population served by this
project (Cole & Poe, 1993). :

ADDITIONAL INFORMATION

Additional information about the Pariners Project has been reprinted in Appendix G
including an article that explains how the project has influenced Oregon's statewide
health care reform. A profile of the project is included in Partnerships for Care:
Systems of Care for Children with Serious Emotional Disturbances and Their Families.

CONTACT

Ralph Suminers

State Mental Health & Developmental Disability Services Division
Office of Mental Health Services

Child & Adolescent Services Section

2575 Bittern Street N. E.

Salem, OR 97310

(503) 378-8406
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Preservation: Children &
Adolescents Network
of DuPage County
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PARTNERSHIP FOR FAMILY PRESERVATION:
CHILDREN AND ADOLESCENTS NETWORK OF
DUPAGE COUNTY

Children ahd adolescents and their families willi have access to a
comprehensive amray of services that address the child's physical,
emotional, social, vocational, transitional, and educational needs.

OVERVIEW

This project seeks to build upon established networks and services in DuPage
County, IL to provide community-based, locally managed, family-centered
services for youth with emotional and behavioral disorders. The project
incorporates six critical areas:

* Interagency collaboration: In DuPage County this works on three levels--
county executive directors, the Partnership for Family Preservation, and
Family Planning Teams;

v Target population definition: The population served by this project is
children and youth, ages 0 - 21 who are at major risk and whose service
needs are intense and complex, requiring interagency collaboration;

¢ Principles of care: These twelve principles address issues such as county-
wide commitment to service which are family and child-centered,
community-based and individualized;

* Needs and resource assessment: This completed assessment has helped

policy makers determine the direction and nature of service delivery
implementation for the county;

* Provision of services: Central to the provision of services is the
coordination of wraparound services to match the strengths and needs of
the youth and family; and ‘

e Commitment to_evaluation: A comprehensive commitment to
evaluation monitors the services and system designed for the county.

PHILOSOPHY

The project has developed twelve principles of care that determine the context or
climate in which services are delivered. These principles of care acknowledge
that the system is a) to be child and family centered and community based; b) to
provide assessments that identify a child's needs and strengths, that are sensitive
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to cultural differences, and that lead to individualized service and transition

plans; c) to offer services that are comprehensive, that reflect a best practices @
model, and that foster self-reliance on the part of children and families; and d) to

provide a system that protects and advocates for the rights of children and

families. A description of these principles has been reprinted in Appendix H.

PROGRAM/SERVICES i

The Partnership for Family Preservation Project has developed services based on
unconditional care, intensive case management, individual planning, family
involvement, flexible funding, and cultural competence. Each youth targeted for
service is assigned a service coordinator who facilitates the develcpment of a
comprehensive service plan, brokers resources and services throughout the
community, and monitors intervention effectiveness. An individual service
plan is written by members of the intensive interagency collaborative team that
reflects the identified strengths and needs of the youth and family. Family
members attend planning meetings, assist in developirg the service plan, help
coordinate the delivery of services, work as parent advocates, and monitor the
effectiveness of services. Cultural competency is achieved by carefully
individualizing services around the family and culturally identified strengths
and needs.

FUNDING
This project is funded by a U. S. Department of Education grant.
EVALUATION

The project has developed 2 comprehensive evaluation plan using both
quantitative and qualitative data collection instruments. Information is being
gathered in many areas including child status, family involvement, interagency
collaboration, community-based services, financial costs, consumer satisfaction,
and demographic information. Evaluation of this data will guide system
development and growth. :

CONTACT

Carla Cumblad

Educational Research and Services Center
425 Fisk Avenue

DeKalb, IL 60115

(815) 756-2305 '
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PRIMARY MENTAL HEALTH PROJECT

PMHP capitalizes on the ‘special attributes and potentials
of the young child” and the “special opportunities for
constructive intervention that schools offer.”

OVERVIEW

The Primary Mental Health Project (PMHP), developed by Emory Cowen at the
University of Rochester in 1957, began ar a small pilot project and has expanded
both nationally and internationally as a flexible school-based mental health
intervention program for early detection and prevention of school adjustment
problems for children in grades K-3. The PMHP model has emerged as a “workable
alternative to mental health’s past traditional emphasis on repairing things that have
gone seriously wrong” (Cowen & Hightower, 1990). At least three states in Region
6—Washington, California, and Hawaii—have developed PMHP programs.
Internationally, Primary Mental Health Project programs range from Australia to
Israel and provide preventive services to 10,000 children annually.

PHILOSOPHY

School mental health strategies have traditionally been “guided by a fixed
orientation.and set of strategies. The orientation has been toward psychopathology
and dysfunction. The strategies have been to minimize or repair things that have
gone wrong” (Cowen & Hightower, 1990, p. 775). In contrast, the Primary Mental
Health Project uses primary and early secondary prevention approaches to forestall
the development of problems and identify early signs of dysfunction among
children. The program capitalizes on the “special attributes and potentials of the
young child” and the “special opportunities for constructive intervention that
schools offer” as natural settings for prevention programs (Cowen & Hightower, p.
776). The goal of the program is to help children begin their school years in a
positive way by fostering a healthy self-concept and helping them to develop
positive social skills, and skills in task completion.

FROGRAM/SERVICES

The basic structural features of the Primary Mental Health Project inodel are “a) a
focus on young children, b) systematic use of screening and early detection
procedures, c) use of nonprofessional child-aides to provide prompt, effective
preventive services, and d) a changing role for the school-based professional to
support a geometric increase in the reach of needed services” (Cowen & Hightower,
19990, p. 789). This structural model offers enough flexibility to be adaptable to meet
the specific needs of different school communities and target populations. For

65

86




PRIMARY MENTAL HEALTH PROJECT

instance, the Nee-Kon Project in Norman, Oklahoma is a variation of the PMKHP
which targets high-risk Native American children and their families.

Although no single program description can fully capture how PMHP operates in all
schools, the following components are usually present in some form:

» Objective screening measures to provide profiles of children’s school
problems and competencies;

e Referrals are made by teachers, school personnel, and parents;

e Screening and referral data are reviewed by the PMHP team consisting of
the principal, school mental health professionals, teachers, and child-aides;
this team meets regularly to exchange information and coordinate goals;

e Child-aides serve as direct service agents o 13 - 14 children at a time; these
aides receive specialized training and are supervised by school mental
health professionals;

¢ Midyear and end-of-year conferences are scheduled to evaluate children’s
progress and make recommendations for the future;

o PMHP consultants visit schools on a regular basis to offer support and
guidance;

¢ The school professional’s role has shifted from the traditiona! modei of one-
to-one services to an emphasis on training, consultative, and resource
activities for school personnel.

Other services offered by Primary Mental Health Projects include home visits,
parent groups, crisis intervention, referral of students and families to community
agencies, and follow-up. In Honolulu the model has added a family focus.
Counselors, child aides, and sccial workers provide direct services to project
students as well as their siblings and family members.

More recently the PMHP approack has expanded its approach to promoting the
well-being of all children. This expansion includes a) educational programs to build
social competency; b) changes in class environments and practices to enhance
learning and psychological wellness; and c) preventive programs for children who
have experienced stressful life events. PMHP has developed several training
curricula to teach young children problem solving, realistic goal setting, appropriate
assertiveness, and rritical thinking skills.
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EVALUATION

Multifaceted research has been ongoing since PMHP’s inception. At least 20
outcome studies have verified the program's effectiveness in terms of educational
achievement and behavioral adjustment (Knitzer, Steinberg, & Fleisch, 1990).
Research findings have been beneficial in strengthening program practices and
extending the program's range of applicability. Several states, among them
California, have enacted legislation with budgets supporting PMHP replication,
which has increased the numbers of school districts implementing the program.
“Thus the PMPH experience has had some visible impact on how school mental
health services are conceptualized and delivered, and on the difficult challenge of
bringing about constructive social change” (Cowen & Hightower, 1990, p. 789).

CONTACT

Primary Mental Health Project
University of Rochester
Rochester, NY 14627

(716) 275-2547
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PROJECT CONNECT

ﬁ For students with intense needs, more varied and intense resources are
provided, but not necessarily in more restiictive_settings.

OVERVIEW

Project CONNECT is a federally funded project in its second phase that is working
to implement a needs-based model of services for students with emotional
disabilities in two participating school districts—one rural and one urban—in the
Indianapolis, Indiana area. This needs-based model is based upon offering services
in the least restrictive environment, providing a full continvum of service options,
basing service decisions on social, academic, and behavioral needs of students rather
than categorical labels, and making resources available to help students with more
varied and intense needs rather than placing them in more restrictive settings.

Accoriing to the project's continuation proposal, the needs-based model includes
five major components: :

e Establishing the position of a Family Services Coordinator. The Family
Services Coordinator acts as a child and family advocate working to provide

effective service coordination, a single point of access to services for parents, a
focus on child advocacy, and a nucleus point around which to develop a
ﬁ network of coordinated services for youth and their families.

« Creating district Family Services Coordinating Councils. Family Services
Coordinating Councils act as a central point of contact and collaboration
between various service agencies. They are responsible for working with
Family Services Coordinators in reviewing referrals, monitoring and
evaluating child service plans, and coordinating planning and development
activities designed to respond to identified weaknesses and needs of the
system of child-serving agencies.

e Developing and implementing Individual Family Services Plans. Family
Service Plans guide the planning and implementation of coordinated services
determined by the family and its Family Services Coordinator.

e Utilizing a Systems Change Facilitator. The Systems Change Facilitator works
to coordinate and expedite broad strategies for improving services to each
participating scao0ol district. This responsibility may be met in a number of
ways, including 1) training building-based personnel in procedures for
managing inappropriate behavior and teaching sodial skills; 2) supporting the
developing of pre-referral intervention teams; 3) assisting related services
personnel in revising assessment procedures; 4) facilitating building-based

é planning teams; 5) organizing and supporting the local Family Services
Coordinating Councils; 6) developing various interagency agreements or
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service linkages, cost sharing, and joint ventures; 7) locating sources of
funding for creating service options; and 8) providing assistance in training
related services personnel in collaborative case management and family
support planning..

¢ Implementing Project CONNECT modules. Project CONNECT has developed
two unique “self-study” modules designed to be used by school districts to
replicate the systems change process, train personnel, and introduce new
strategies for providing services to students with disabilities. The modules,
"Working Together: Building Interagency Collaboration for Challenging
Students” and “Moving Toward LRE: A Needs-Based Continuum of Services
wth Emotional Hand.<aps,” have been completed and are being field tested.

PROGRAM/SERVICES

During the first phase of the project four areas of need were identified. Specific
objectives intended to meet thuse needs during phase two are outlined here:

Interagency Cooperation. New models that better facilitate interagency
collaboration are needed for students with multiple needs.

Objectives:

1) Establish the role of Family Services Coordinator in each participating
school district; 2) Organize Family Services Coordinating Councils in each
district; 3) Establish use of the Family Services Plan in each participating
district; and 4) Field test and revise the Interagency Development Module
developed during phase one as a resource for planning and promoting
interagency collaboration and cooperative agreements.

Parent Involvement. School personnel must have access to information that will
allow them to increase parental involvement and coordinate with other agencies to
meet youth and family needs.

Objectives:

1) Increase and enhance family involvement through education and
information sharing; 2) Increase family involvement through the development
of parent participation programs; and 3) Enhance family involvement through
the use of the Family Services Plan and contact with the Family Services
Coordinator.

Continuum of Services. An effective and complete continuum of services must exist
that stresses movement toward the least restrictive environment and service in the
home community.
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ﬁ | Objectives:

1) Work with other community agencies in developing placement alternatives
in the community for youth; and 2) increase the number of building-based
treatment options in participating districts by field testing the Continuum of
service module developing during hase One.

Curriculum and Behavior Management. -Effective strategies in curriculum and
behavior management that stress adaptation, self-control, and functional life skills
must be brought to bear in programs for youth with emotional disabilities.

Objectives:

1) The Systems Change Facilitator will provide training for building personne’
to increase curricula appropriateness for youth with emotional disabilities,
including vocational training, social skills training, appropriate curricular
placement, and life skills training; 2) The Systems Change Facilitator will work
to improve training for building personnel in basic behavicr management
techniques; and 3) Develop a building ecology that is conducive to meeting the
needs of youth with serious emotional disturbance.

FUNDING

0 Support for this project is being provided through a grant from the U. S. Department
of Education and the Indiana Department of Education. Participating school
districts have paid a portion of personnel costs.

EVALUATION

Progress has been made in the participating districts toward implementing all of the
objectives specified for phase two. According to the project's continuation proposal,
Family Service Coordinators and Systems Change Facilitators are in place in both
participating districts. Eventually these responsibilities may be fused into one
position, especially in rural school districts. Family Service Coordinating Councils
have met in both districts and are in the process of developing Memorandums of
Undlerstanding. A model for family-based teams to develop Family Support Plans is
in place in both districts. The Systems Change Facilitators in both districts are
exploring and opening n. w services and contacts with other agencies. And, Project
CONNECT modules a.e being used to improve interagency collaboration and to
implement a need-based model of service delivery in both districts.
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CONTACT

Russ Skiba
Institute for the Study of Developmental Disabilities
2853 E. 10th St.

Bloomington, IN 47408

(812 ) 855-6508 or (812) 856-8343
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PROJECT WRAP

“Wrapping” a child or youth with supportive services is respectful
of the individuality of the child and focuses on identifying
and building upon the existing strengths of the child and_his family.

OVERVIEW

Project WRAP is a school-based systems change initiative in Illinois for youth with
emotional and behavioral disabilities and their families. Project WRAP is a federally
funded project awarded to the La Grange Area Department of Special Education
that "wraps" networks of support and services around students and families in
natural home, school, and community settings. According to literature provided by
the project, the ultimate goal of Project WRAP is to “integrate wraparound strategies
and more inclusive options into the existing service delivery system and retrain
service providers to facilitate these innovative approaches which are proving more
effective for children and families" (Eber, 1993, p. 1). Parents, school personnel,
mental health providers, and student peers are all working together in the project to
reshape services and refocus traditional resources into a more effective family-
friendly support system (Eber, 1993).

Phase one of Project WRAP focused on evaluation and assessment of the existing
interagency system while new approaches to providing wraparound services were
piloted with 15 targeted youth and their families. The work completed in Phase one
has resulted in the development of a case coordination system that redirects state
and local resources across educational, mental health, and other agencies to provide
wraparound services for youth and families in homes, schools, and communities.

As a result of phase one of the project, there has been a decrease in reliance on
categorically designed services; parents have become case managers for their own
families; in-school respite supports have been provided to facilitate inclusion;
mental health services have been integrated into schools; school-wide peer support
programs have begun; and parents have become advocacy ,.artners for improved
services. An interagency service network, interagency coordinating coundil, and
parent network are all in place as the result of the project's first phase.

The assessment completed during phase one of the project took a comprehensive
look at existing services and needs from several perspectives. The critical needs that
emerged from this analysis are outlined in Appendix I (Eber & Stieper, 1993, p. 12 -
14). Discussions with parents, especially the 15 families involved in the pilot
program, highlighted the need for family support teams, individualized and
strength-based planning, and normalized service delivery in home, school, and
community settings.

The system gap revealed most clearly during the assessment process was in services
to the adults who raise, teach, and guide these students. Whereas services have

73

35




PROJECT WRAP

traditionally centered on the student and his behavior problems, parents and school

personnel indicated they wanted someone to work with them in meeting the needs @
of these students. Parents indicated a strong need for support that would allow

them time and energy to meet their own needs, which are so frequently buried

beneath the intensive needs of their children. Both school personnel and parents

indicated they wanted an ailiance that would help them develop, access, fund, and

coordinate services to help the children they raise and teach.

Phase two of the project involves moving from planning and pilot efforts to full
implementation of a comprehensive systems change plan that includes more
inclusive services, respite services, parent organizations, family-focused service
planning, and expanded case management services. Model system components of
both phases of Project WRAP are outlined in Appendix I (Eber & Stieper, 1993, p.5).

The Wraparound in Schools (WAIS) model promises more effective and inclusive
options for students with emotional disabilities placed in regular school settings.
This model builds on student strengths and uses in-school respite, team teaching,
and peer supports to include in a variety of school settings students who were once
restricted to self-contained environments. WAIS also creates new roles for teachers
who are "beginning to function in a wraparound facilitation role rather than a self-
contained teacher mode." Roles for teacher aides, social workers, and other support
staff are being redefined as well under this inclusive model.

PHILOSOFPHY . Q

"Wrapping" a child or youth with supportive services is respectful of the
individuality of the child and focuses on identifying and building upon the existing
strengths of the youth and his family. The concept is family centered and parent
driven. "Wrapping" reduces family stress by assisting families to navigate their way
through the social service system and by providing networking opportunities and
emotional support for families.

PROGRAM/SERVICES

The goal of Project WRAP is to keep youth in school and in communities with their
families. This goal has led to the development of non-categorical wraparound
supports for youth and families. Planning focuses on more responsive instead of
more restrictive options. Interns from Forest Hospital Clinical Psychology
Internship Program and Family Therapy Training Program as well as staff members
from La Grange Family Services have joined school personnel in providing services
to students ard their families in school settings. The following are some of the
initiatives associated with the project:

Wraparound Interagency Network (WIN): This network is an alliance of state and 0

local community service agencies and parents that coordinates and integrates
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services for students with emotional and behavioral disabilities and their families. A

' % Coordinating Council of representatives meets monthly to work together on policy
development and service delivery, and to provide consultation to families
requesting assistance. The goal of the network is for every child to have a team
(parents and agencies) to plan, implement, evaluate and revise his/her support
plans.

WRAP Parer.t Network: This parent network has been formed to advecate for more
family-friendly services. Together with the Interagency Coordinating Council, the
Network focuses on influencing state-level collaboration around funding,
regulations, and incentives for inclusive community-based services.

Parent Partners: Parent-to-parent mentoring is made possible through this support
network. Parents receive emotional support, encouragement, and understanding
from other parents with similar experiences, w' ich is especially helpful during times
of crisis.

Peer Support Programs: An important component of the Wrap Around program is
peer support models in schools and in the community. Several different models
have been initiated in pilot schools. These programs offer tutoring support as well
as recreational opportunities for students to interact with their peers.

Buddy Program: The Buddy Program recruits 17 to 25-year-old males to provide
social and recreational opportunities for designated students. Buddies provide
positive peer acceptance and role modeling in school and community settings.

Respite: Respite services provided through wraparound services include school
respite for behavioral support in regular education classes; in-school or in-home
respite that focuses on tutoring, completing homework, and learning organizational
and study skills; in-home raspite for behavioral support, supervision and assistance
for parents; and community respite to foster integration in community activities.

FUNDING

Project WRAP is supported by both federal and private grants as well as by several
community agencies working in collaboration w:th the school system.

EVALUATION

During phase one of the project, students have been returned from residential
placement while others have been retained in their communities instead of being
placed in residential settings. The foundation of natural supports and local
collaboration built during phase one will allow for more care within the home and
community and a continued downscaling of residential placements as the project
progresses, according to project literature.
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ADDITIOCNAL INFORMATION
Additional information about Project WRAP is included in Appendix L
CONTACT

Lugdille Eber, Project WRAP Director

La Grange Area Department of Special Education
1301 W. Cossitt Ave.

LaGrange, IL 60525

(708) 354-5730
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REGIONAL INTERVENTION PROCRAM

Farents participating in the RIP Prcgramm become trained
as therapists for their own children and act as
primary resources to each other.

OVERVIEW

The Regional Intervention Program (RIP), founded in 1969 in Nashville, Tennessee,
represents a pioneering approach to the delivery of community-based, family-
centered services. This early intervention effort has been replicated in more than 20
communities in the United States as well as in some foreign countries. The only RIP
site in Region 6 began operation in Yakima, WA during the spring of 1994.

The RIP program serves children six years old and younger who have disabilities,
including emotional/behavioral problems. Parents participating are trained to be
therapists for their own children, principal trainers of other parents, and daily
operators of the service delivery system. “The cornerstone element of the entire
model is parent implementation—an approach that recognizes the family’s pivotal
role in most young children’s lives and the value of asking parents to take the first
steps toward desired change” (Timm, 1993, p. 40).

PHILOSOPHY

The RIP program model defines behavioral/emotional disorders as “manifestations
of disorders within a small social system of which the child is but one inseparable
part” (Timm, 1993, p. 35). Treatment efforts then address not only the child’s
“presenting needs” but the interdependent parts of his “human ecosystem” as well.
The RIP program model regards the family as the basic unit of change and engages
family members actively in the treatment process. It operates on the principle that
families with young children who have special needs also have “remarkable
capacities for helping themselves and each other” (Timm, p. 41).

PROGRAM/SERVICES

The criteria for admission to the RIP program are a) a family’s serious concerns
about their child who is six years old or younger, and b) an agreement that at least
one parent will work at the RIP center with his or her child and with other adults
and children a minimum of three mornings or three evenings per week.

Family participation in the program is organized in two phases—treatment and
payback. During treatment, parents work with their own children at the center and
at home. They engage in activities such as family treatment sessions, feedback
sessions, group discussions, and instructional videotape viewings. They also
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perfdrﬁ tasks such as teaching, collecting data, preparing snacks, or working in the
sibling nursery.

After completing the treatment phase, parents begin the process of payback to the
program for the services they have received. During this phase parents provide
assistance to newer families in the program. The payback phase allows parents who
began as novices to assume more responsibility for more complex tasks in the
program as seasoned veterans They observe individual therapeutic sessions, offer .
feedback, record and analyze data, serve as lead teachers, provide classroom
training, and develop instructional materials. During the payback phase families
may continue to bring their children to the program but are not required to do so.
All families are provided the opportunity to pay for RIP services with time and skills
rather than money. They perform a wide range of clinical and administrative
functions done by professional staff members in many other programs. The
continual payback system allows RIP to constantly replenish its supply of
enthusiastic parent teachers and maintain a strong self-help group for support.

At the time of a family’s enrollment in the program, clinical responsibility is
assigned to a professional resource staff member. This staff member assists in the
development and ongoing revision of the family’s treatment plan; monitors efforts
designed to meet family treatment objectives at RIP, home, and other places; helps to
secure resources in the communrity to meet child and family needs; and prepares
written reports.

Each participating family also has a case manager (successful graduates of RIP who
have been invited to remain as paid RIP staff members) who assists in develuping
the family’s treatment plan, coordinates daily treatment sessions, and assists in
designing and monitoring daily living programs conducted in community settings.
Since case managers are parents who have successfully completed the RIP program,
they are able to give new families the extra support they need as they begin the
process. :

All families participate in the preschool classroom module. Under the supervision
of enrolled parents acting as teachers and teaching assistants, parents work with
each other’s children, teaching them skills that will enable them to function
sffectively outside of the RIP environment. Preschool siblings of participating
children serve as models in the classrcom. Children may also participate in more
specific modules such as Behavior skills training, Developmental skills training, and
Day care intervention, depending upon their individual .needs. Participating
children and their families average 54 visits over a 20-week period of treatment.
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a FUNDING

|

|

|

|

Funding approaches vary, depending on the community site of each RIP program.
| Some are funded through state mental health dollars; others are supported by
‘ local/regional mental health centers. Still others use a blended funding model with
funding coming from both education and mental health.

EVALUATION

Several evaluation studies have indicated positive cost and program benefits for the
Regional Intervention Program (Timm, 1988). A 1982 follow-up study of 40
"graduates” of the RIP program and their families showed, among other findings,
that graduates' social interactions in the home were overwhelmingly positive and
their nonsocial behavior was by and large appropriate (Timm, 1988). Parent
behavior in the home was found to be consistent with the child management skills
taught in RIP three to nine years later. The study examined several demographic
variables as they related to current levels of behavior. Of particular interest was the
significant evidence found that the younger the child was during RIP treatment, the
more successful was his adjustment three to nine years later.

CONTACT

Matthew A. Timm, Executive Director
Regional Intervention Program
Middle Tennessee Health Institute
2400 White Avenue

Nashville, TN 37204

(615) 269-5671
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SEDNET
(MULTIAGENCY SERVICE NETWORK FOR STUDENTS
WITH SEVERE EMOTIONAL DISTURBANCE)

Under the direction of SEDNET, system philosophy has
shifted from ‘deep-end services” to “front-end prevention”
in many regions of the state.

OVERVIEW

The Multiagency Service Network for Students with Severe Emotional Disturbance
(SEDNET) was created to develop a multiagency network in the state of Florida to
provide education, mental health treatment, and, when necessary, residential
services for students with emotional disabilities. SEDNET was initiated in 1981 in
response to increasing numbers of out-of-home and school placements.

The Network includes representation from the Florida Departinent of Education, the
Bureau of Education for Exceptional Students, the Alcohol, Drug Abuse and Mental
Health Program Office of the Department of Health and Rehabilitative Services,
participating school districts, community mental health centers, children, families,
and others. A State Advisory Board is responsible for development and
maintenance of the statewide multiagency service network as well as oversight of
regional projects. SED Network Regional Planning Teams focus on county-level
service development and the functioning of the case management system.

PROGRAM/SERVICES

The emphasis of regional projects is to enhance existing community relationships to
provide appropriate education, mental health treatment, and, when necessary,
residential services for students with emotional disabilities. Regional projects vary
depending upon local priorities, needs, available resources, talents, and
opportunities. .Although each project is unique, they share four common goals
outlined in SEDNET's First Arnnual Report. These are to 1) provide a system to
monitor and promote a comprehensive system of care which includes education,
mental health treatment, and residential services for students with emotional
disabilities; 2) increase the effectiveness of existing education, mental health
treatment, and residential services; 3) maintain the system for continuous
multiagency planning, implementation, and evaluation of education, mental health
treatment, and residential services; and 4) share information, materials, and
resources for services to students with emotional disabilities (First Annual, 1993 p.
20).

A Family Service Planning Team, including representatives of service agencies and
families, develops individualized service plans for youths and their families and
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uses wraparound monies to purchase services. Case Management Teams, organized

by SED Network case managers, implement the family service plan. A Case Review

Committee is a multidisciplinary team that reviews all referrals for residential @
treatment and makes placement recommendations.

Services offered through regional networks include assessment, day treatment,
home-based counseling services, crisis intervention services, crisis residential
services, on-site clinical services in schools, substance abuse services, therapeutic
foster care, therapeutic group care, individualized wraparound services, residential
treatment services, inpatient and outpatient services, and parent group support.

EVALUATION

According to its first annual report , SEDNET has reduced the number of students in
residentiai treatment. Costs shared under the community-based plan have
consistently run at about one-fifth the cost of residential treatment, giving the state
increased capacity to improve its system of care and extend services to more youth.
With increased family participation, Family Service Planning teams have been able
to assist students released from residential treatment to reintegrate into less
restrictive environments and thus maximize the benefits of the program. The
system's philosophy has shifted from "deep-end services" to "front-end prevention”
in many regions. Regional network projects have "demonstrated the ability to bring
about interagency planning, develop cooperative service and funding agreements,
integrate policies and procedures and implement innovative programs” (First
Annual, 1993, pp. 9 - 10). Additionally, these projects have succeeded in refining
individual treatment and educational plans, preventing duplication of services, and
providing joint inservice training for school and mental health personnel, according
to the report.

CONTACT

Dr. Testy Eggers

Florida Department of Education
SED Network

544-C FEC

325 W. Gaines Street
Tallahassee, FL

(904) 922-0040
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SOUTHERN WESTCHESTER IDT
P (INTENSIVE DAY TREATMENT) PROGRAM

The IDT prograim uses individual, family, and social interventions
on a short-term basis to retum crisis behaviors to more stable,
pre-crisis conditions.

OVERVIEW

The Southern Westchester Intensive Day Treatment {(IDT) program offers an
alternative to hospitalization of children and youth in crisis living in the New York
counties of Orange and Westchester. The program, a collaborative effort between
the Southern Westchester Board of Cooperative Educational Services and the
Rockland Children's Psychiatric Center in cooperation with the Westchester County
Department of Community Mental Health, supports children and youth ages 6 tc 18
in crisis by using individual, family, and social interventions “on a short-term basis
to return crisis behaviors to pre-crisis conditions,” according to literature provided
by the program.

PROGRAM/SERVICES

ﬁ IDT provides evaluation, treatment, and educational services to students with
emotional disabilities for a maximum of 30 days. Medicationr and family intervention
techmques are used to help stabilize vouth. Parents participate fully in treatment
and crisis intervention, receiving support from IDT professmnals as they help their
children take control of their lives.

During the treatment period, educational services provided by IDT are based on
academic work provided by the home school. Communication and cooperation
between the home school and IDT is crucial to the success of the student. Transition
back to the home school begins within one week of admission to the IDT program.-
The student in transition returns to the home school with a planned and carefully
monitored partial schedule of activities while he still attends IDT for treatment and
support. IDT provides discharge plamung and comprehensive after-care services to
the family and the home school.

IDT also offers short-term, trarsitional services for adolescents discharged from
psychiatric inpatient settings. These services foster social, educational, and family
adjustment in a supportive environment with comprehensive clinical services.

The IDT team consists of mental health professionals, who do evaluations and
design treatment plans to stabilize and improve behavior; a teacher, who is
responsible for developing an educational plan and implementing programs from
the home school; school liaisons designated from each school district, who
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coordinate cademic work and facilitate reintegration of students into the home
school; hoine school teachers, who coordinate continuing education efforts with the
IDT teacher and help facilitate the return of the student; and interagency plannirg
group representatives from mental health and education, who discuss, evaluate, and
recommend modifications in treatment plans.

FUNDING

The Southern Westchester Intensive Day Treatment program has interdisciplinary
and multi-agency regulations and funding, with links ¢ community mental health
and educational systems. Student evaluation and treatm<nt planning are offered at
no cost to loca! school districts. The only cost borne vy the school district is for
educational services.

ADDITIONAL INFORMATION

More detailed information about Intensive Day Treatment programs operating in
Westchester and Orange Counties, New York has been reprinted in Appendix J.

CONTACT

Southern Westchester Intensive Day Treaiment
1606 Old Orchard Street

North White Plains, NY 10603

(914) 328-0793
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STARK COUNTY SYSTEM OF CARE

The Stark County system of care focuses on the strengths
of the youth and family served rather than on pathology.

OVERVIEW

The Stark County, Ohio system of care integrates interagency efforts with the goals
of building a unified system of service delivery, providing services which enable
youth to remair in their homes and communities to the greatest extent possible, and
reducing the numbers of youth in out-of-home and out-of-county placements.

Stark County began interagency planning and collaboration before it was mandated

- in 1987 by the state of Ohio. This legislation requires state and local agencies to
cluster and coordinate services for multi-need youth. The organizing structure for
the system of care in each county is provided by the cluster. The Stark County
Interagency Children's Cluster is the structure for system-level coordination for the
county's system of care. All involved agencies, including representatives from
mental health, health, education, juvenile justice, child welfare, mental retardation,
and substance abuse, participate in varying degrees in the organization and
operation of the system of care.

In addition to the cluster, there are several other interagency endeavors where
collaboration is building service capacity. Among these is the School and Agency
Advisory Council comprised of representatives from all school districts in Stark
County and from all the human service agencies. The Council informs schools and
human service agencies on a regular basis of what services are available and how to
access those services.

PHILOSOPHY

Central to the philosophy of the Stark County system are four basic elements:

¢ Interagency collaboration: This system of care is based on the premise that no
agency alone can be as effective individually as they can be together, and that

no single agency has the ability or resources to meet all the needs of a youtn
and his/her family. :

e Providing services within the home and community: The system has a
philosophical commitment to provide services in the least restrictive
environment and to keep youth with their families and in the county to the
greatest extent possible. The program wraps services around the needs of the
youth/family and provides "whatever it takes!" to make a difference.




STARK COUNTY SYSTEM OF CARE

e Family focus: In order to support positive family functioning, the system
focuses on the needs of the entire family and on involving parents as pariners
in service efforts.

o Strengths focus: The system also focuses on the strengths of the youth and his
family rather than on pathology.

The elements of this philosophy are embedded in the Stark County System of Care's
vision statement, which reads:

We visualize a unified system that energizes all services around each child's
needs so they can realize their maximum potential. This system provides
positive alternatives within the community so that the child will have the
opportunity to build on his/her strengths. This system effectively supports
positive family functioning and nurtures children in a socially, emotionally,
and educationally sound environment which persists into adult life. (Stroul,
Goldman, Lourie, Kaiz-Leavy, & Zeigler-Dendy, 1992, "Stark County," p. 9)

This program has an unconditional care con.nitment and a belief that everyone has
self-worth and that change can occur. The community is viewed as part of the
solution, not the problem, and parents are involved as partners in the "definition of
issues as well as the solutions.”

PROGRAM/SERVICES

Stark County offers an array f services for youth with emotional disabilities and
their families. These include:

Prevention and Early Intervention: Stark County offers an assortment of prevention
and early intervention services. For young children aged three to five the Canton
City Schools provide preschool programs for at-risk children, and the Child and
Adolescent Service Center provides mental health services through the Head Start
Prograra. The county has also started a Preschool Community Services program for
children birth to five years of age, with a major focus on children with emotional
disabilities. Combining a center-based and home-based approach, early childhood
interventionists in this program provide dinical and case management services to
children and their families as well as consultation in regular preschool settings.

Elementary Programs: A program entitled Friends Can Keep You Healthy was
initiated as a collaborative effort between the Child and Adolescent Service Center
and the Canton City School district . The program offers biweekly support meetings
for small groups of elementary school students in inner city schools. This support is
intended to promote positive feelings among these youths toward themselves and
others.
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An At-Risk Dropout Prevention Grant targets high-risk elementary schools to try to
minimize future mental health and educational problems. The grant provides
therapeutic services in school settings for individual students as well as groups of
students and parents. The grant also funds behavior adjustmént classes where
individual behavioral plans for each student are developed with parent
participation.

Secondary Programs. On the secondary level, the Child and Adolescent Service
Center offers training to adolescents ages 15 to 17 to serve as peer listeners in the
Peer Listening Program. Adolescents training in the program offer confidential
active listening, support, information, and referral to their peers to help resolve
problems.

Qutpatient Services: Stark County's Child and Adolescent Service Center offers a
range of outpatient and treatment services, including assessment, counseling
services in the home, school, and community centers, group counseling services, and
parent training.

Home-based Services: The Stark County systera of care provides both short-term
and longer term home-based services. The short-term program, Therapeutic In-
Home Emergency Services (TIES), is a crisis-oriented program that serves youth
with emotional disabilities who are at risk for out-of-home placement by helping to
solve problems within the home and family. TIES therapists are available 24 hours a
day and typically spend an average of 6 to 10 hours per week with a family for a
service duration of 12 weeks. Services are based on an individualized treatment
plan for the youth and family, including crisis intervention, individual and family
therapy, case management, and a range of support services.

The Intensive Home-based Services program offers longer term services to youth
who are returning home after long-term psychiatric care or other residential
placement to help them reunite with their families. Therapists are available 24 hours
a day and work with families for an average of one year. They offer individual and
family therapy, provide case management, provide access to needed services and
resources, and generally help stabilize the family and prevent a return to long-term
psychiatric or residential care.

Day Treatment: Stark County's Day Treatment Program serves students aged 5 to 17
with emotional, behavioral, and/or social problems significant enough that they
cannot be adequately treated with less restrictive therapeutic or educational services.
The psychoeducational program is a collaborative effort between the education and
mental health systems in the county.

Classroom struc’ure emphasizes positive reinforcement, and multidisciplinary
treatment teams provide a variety of specialized services. In addition to the mental
health and educational services that form the core of the program, students receive
extensive case management services, social skills training, recreational services,
speech and language programming, and other related services. A psychiatrist works
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with the program on a part-time basis providing consultation to staff, class
observations, and individual treatment. Family involvement and participation is
considered an essential part of the program; in turn, parents are provided
information as well as support. :

The average stay for a student in the day-treatment program is 18 months.
Transitions back to regular public schools are attempted whenever possible and take
place gradually. Case management and outpatient mental health services are
continued during and following the transition period. o

Crisis Services: A variety of crisis services are offered by the Crisis Intervention
Center of Stark County, including telephone crisis services through a 24-hour
hotline, outreach services, walk-in crisis services, and short-term residential services.

Respite Services: The Tri-County Easter Seals Society offers in-home respite care,
out-of-home respite, and emergency respite. Trained respite providers offer families
a break from the physical and emotional demands of parenting.

Residential Services: Residential care options include therapeutic foster care, group
homes, and inpatient psychiatric services.

FUNDING

Primary strategies used to finance the Stark County system of care include funding
of services through the mental health system, interagency funding, joint funding of
service components and programs, and maximizing all potential funding sources for
services, including Medicaid. Interagency funding of services for individuals is
determined by the Cluster. Funds flowing through the Menta: Health Board to the
service system include state general revenue, block grant funds, and a local
community mental health board levy.

EVALUATION

Stark County has made substantial progress toward creating a community-based
system of care that includes a broad array of services and interagency coordination
mechanisms at both the system and client levels. Out-of-county residential
placements have been reduced significantly while more students are being educated
in the least restrictive, most normative environment (Stroul, Goldman, Lourie, Katz-
Leavy, & Zeigler-Dendy, 1992, "Stark County").

ADDITIONAL INFORMATION

A more detailed description of the Stark County System of Care is reprinted in
Appendix K.
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CONTACT

Beth Dague, Children's Coordinator
Stark County Mental Health Board
800 Mark Avenue North, Suite 1150
Canton, OH 44702

(216) 455-6644
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VENTURA COUNTY MENTAL HEALTH
CHILDREN AND ADOLESCENT PROJECT

The core value of the Ventura Project is that a community-based,
interagency system of mental health care that targels the
most disturbed youth will provide the greatest benefit to these

individuals, their families, and the community at the lowest cost.

OVERVIEW

e

The Ventura County Project, considered a leader in the development of local
systems of care for children and youth with emotional disabilities, was one of the
pioneer efforts in the country to offer an approach to services that involved
interagency coordination and collaboration, a comprehensive array of services, and
community-based care.

The building blocks for the Ventura system of care were first laid in the early 1980s.
Then, with the passage of a critical piece of legislation in 1985, AB 3920, the Ventura
County Children's Mental Health Services Demonstration Project was born. This
pioneering legislation established a two-year dem.onstration project and directed
Ventura to develop a model for a comprehensive, coordinated mental health system
that could be replicated in other counties. More recent legislative action in the state
has expanded the model and supported its replication.

The five essential elements of the Ventura Planning Model are derived from this
philosophical foundation. These generic principles are applicable to other
communities organizing systems of care:

o A clearly defined set of targeted populations that include those youth who
are at greatest risk of out-of-home placement and for whom the public
sector already has legal and fiscal responsibility;

» Measurable goals that are committed to the preservation of family unity and
locally-based treatment;

¢ The development of viable partnerships at the policy, planning, and service
level between public sector agencies, between the public and private sectors,
and between agencies and families;

¢ The development of collaborative program services and standards that
adhere to the service philosophy of family preservation, family
reunification, and least restrictive environment-—-developing service plans
tailored to an individual child and family and having available a continuum
of service options and settings that cross agency boundaries; and

9l
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e The development of a mechanism and process for system evaluation that
measures client outcome and costs over time and across programs and
ensures system accountability. (Goldman, 1992, p.7)

The Ventura County Project is based on the concept that mental health services
should be integrated into the service systems of agencies concerned with the needs
of children and youth. In Ventura County these agencies include Juvenile Justice,
Special Education, and Child Welfare.

PHILOSOPHY

The core value of the project is that a community-based, interagency system of
mental health care that targets the most disturbed youth will provide the greatest
benefit to these individuals, their families, and the community at the lowest cost.
Similarly, the program is based on beliefs that the system of care should be child
centered and family focused, with the needs of the individual and his family
determining the services provided. The Ventura Project is also based on the belief
that systems of care should be community based, with the locus of services as well
as management and decision-making responsibility remaining at the community
level.

FROGRAM/SERVICES

The array of services offered by the Ventura County Mental Health project include
1) prevention, 2) emergency services, 3) outpatient treatment, 4) enhanced special
day care classes, 5) day care services, 6) case management, 7) crisis intervention
homes, 8) enriched foster homes, 9) transitional residential care, 10) acute psychiafric
hospital care, 11) long-term residential care, and 12) secure regional intensive
treatment center care. Flexible dollar. .an be used across the different services
offered in the program.

Ventura County Mental Health serves as the system’s core and provides specialized
services to each of the other collaborating agencies. Roles and relationships among
these agencies are described in interagency agreements that delineate joint
administrative, fiscal, and service responsibilities. The Ventura County system of
care is also linked through several interagency coordinating mechanisms, including
the Interagency Juvenile Justice Council, which is a policy-making body, and the
Interagency Case Management Council, which serves as a vehicle for case resolution
and identification of service system gaps and problems. Representatives from public
agencies that are a part of the interagency network serve on these councils.

Interagency collaboration also occurs between the public and private sectors in the
Ventura County system. This collaboration takes place through a number of
public/private sector boards, projects, and service contracts with private, nonprofit
agencies. The Resource Development Project is one such example, which maintains
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a bank of goods and services donated to assist youth and matches needs with
donations. The project is operated and staffed by a local, nonprofit social service
agency with additional support from United Way funds.

Although the Ventura County system focuses on high-risk youth, a primary
prevention program for young children is part of the service system as well. The
Primary Intervention Program (PIV’) is a school-based program for young children in
grades kindergarten through third grade who are experiencing difficulties in school.
The program helps these students develop healthy self-concepts and good social and
academic skills.

In Ventura County, mental health services follow the individual; an array of services
is provided to enable youth to remain in the county and in their homes whenever
possible. By integrating mental health services into each system, there is less need to
refer an individual to a state hospital or residential treatment center. In this way,
community-based services can serve as an alternative to more restrictive placements.

Mental health is fully integrated in the special education process. Entry into the
mental health/special education system requires assessment by both agencies. The
mental health professional who conducts the initial assessment becomes part of the
student's IEP planning team. A range of service options has been developed that
combine staff and funding from both Mental Health and Special Education.

Placement options for students with emotional disabilities range from preferred
least restrictive alternatives to less preferred, more restrictive alternatives. On the
continuum of least restrictive alternatives, students may stay in their local schools
and receive supportive menta! health services, including outpatient treatment and
in-home services. Day treatment programs for elementary and high school students
are co-staffed by mental health professionals and special education teachers.
Enhanced special day classes on regular school campuses are staffed by both mental
health professionals and special education teachers. Only those students who have
exhausted all local, less restrictive options are referred to more restrictive, residential
programs.

A doser look at two least restrictive options—Enhanced Special Day Classes and the
Phoenix Program--follows:

Enhanced Special Day Classes: Special classes located on neighborhood school
campuses offer special education and mental health services for students with
emotional disabilities. In addition to the special education curriculum, mental
health interventions include direct therapeutic intervention (ind. vidual, group, and
family therapy); consultation to the classroom teacher; collaboration between mental
health, special education, and regular education staff; and coordination with other
agencies. Students assigned to these classes participate in school activities and often
attend regular education classes.

118




VENTURA COUNTY PROJECT

The Phoenix Program: The Phoenix School, which serves secondary students, and
the Phoenix Elementary Program are day-treatment programs co-operated by
mental health and special education. A mental health case manager coordinates
placement and services. The Phoenix Program is intensive and limited to one year,
including a summer extended school program. Each class is limited to eight
students. Education and mental health staff members provide a combined program
of special education and mental health treatment based upon the individual
student's IEP goals. Each of the three classes has a full-time special education
teacher and an educational aide. A full-time mental health professional serves all
three classes, providing crisis management, problem solving, and social skills
training on a rotating basis. Two full-time mental health clinical social workers
provide family, individual, and group therapy as well as community linkage. On-
site psychiatric consultation is also provided. The program is supervised by a
principal from education and a clinical psychologist from mental health. Regular
team meetings are held to coordinate services. The school staff meets with families

at least twice monthly. Family services are an essential part of each student's IEP
and Mental Health Treatment Plan.

Students in the Phoenix program are taught coping skills, such as stress reduction,
social skills, family living skills, problem-solving strategies, and classroom study
skills. A positive, group-orierted, social clirnate is encouraged in the classroom to
encourage academic learning and prosocial behavior.” Individual IEP plans are

- maintained to help meet each student's unique needs. Secondary students continue

basic academic work and earn credit towards high school graduation.

The Phoenix School uses a "Time-In" process for students who need intensive
intervention during times when their behavior is out of control. When a student is
sent or self-refers himself to the Time-In room, a sounselor works with the student
to regain control, using techniques such as progressive relaxation. The counsel